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USE ONLY CATGUT 
PREPARED UNDER LICENCE 
BY THE 


MINISTRY OF HEALTH 
ENGLAND 


issued by 
THE LONDON HOSPITAL 


LIGATURE DEPT., ENGLAND 


whose. 


STERILE SURGICAL CATGUT 


is guaranteed to conform 


with 


THE THERAPEUTIC SUBSTANCES 
REGULATIONS 


Specify M.O.H. Licence No. 37 
LONDON HOSPITAL CATGUT 


James Place, Adelaide. dney, NSW. 123-125, Lonsdale St., Melbourne 
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X-Ray Apparatus 


—can be used wherever an electric 


light or power point is available 


The SF-1 X-Ray Apparatus brings to the Medical 
Profession the manifest advantages of a small shock- 
proof X-Ray Apparatus, which serves equally well in 
the consulting room, Hospital Ward or patient's home. 


Easily transported—quickly assembled. Plug it into 
the nearest outlet for electric light, and do the job. 


With the Ampoule placed between the patient's legs, 
radiography of the surgical neck of the Femur may be 
practised with ease and safety, whether the patieni 
is in bed, or in a Balkan Frame or other Apparatus. 


Special wiring is quite unnecessary. The SF-] can 
be used at full capacity wherever an outlet for electric 
light is available. 


Achievements incorporated 


in the design of the SF-1 


Full protection against high tension shock and stray X-Radiation 
é is provided for both Operator and Patient. 


The Apparatus may be completely dismantled in a few moments 
for carriage to patient’s home or Hospital. Time for reassembly 
is equally brief. 


Radiographic speed is a responsible factor for the sparkling 
Radiographs obtainable with the SF-1 X-Ray Apparatus. 


Simplicity of control and facility in operation are salient features 
No experience, X-Ray or electrical, is required to enable the 
Apparatus to be assembled and successfully operated 


@ The compactness of the Ampoule Head—the total absence of 
exposed high voltage parts permits the Apparatus to be operated 
in positions hitherto unobtainable. 


The facility with which the operator is able to faithfully repeat 
his technique at all times—even under abnormal line conditions 
—-reduces the necessity for ‘'retakes.”’ 


Illustrated catalogue gladly forwarded on request. 


Wate SON VICTOR 


Australia and New Zealand 
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PARKE, DAVIS & CO. 


LABORATORIES: ROSEBERY, SYDNEY. 


The Prevention of 


Post-Operative Abdominal Distension 


HE usefulness of Pitressin, the pressor and antidiuretic 
hormone of the posterior lobe of the pituitary gland, 
has been decidedly widened by the increasing routine 

use of this substance for the prevention of intestinal relaxa- 
tion and ileus following abdominal operations. Though the 
effect of pituitary preparations on the intestinal musculature 
has been frequently studied by numerous investigators, it 
is comparatively recently that Potter and Mueller estab- 
lished the value of routine injections of the pressor hormone 
in post-operative cases (Annals of Surgery, September, 
1932). They concluded that the routine use of Pitressin 
is an effective means of minimising post-operative abdominal 
distension; when Pitressin is administered before the onset 
of intestinal smooth muscle relaxation the result is a quiet 
abdomen without evidence of increased peristalsis; no 
untoward results were observed following its use in 200 
cases. 


The dose suggested is 0-5 or | c.c., repeated at four- 
hourly intervals for ten or twelve doses. In some cases 
complicated by peritonitis the injections may be continued 
for as long as a week. 


Pitressin is the pressor hormone separated from posterior- 
pituitary extract, and is issued in ampoules of 
1 c.c. in boxes of six ampoules. Further 
details will be supplied on 
request. 


G.P.O. Box 4198 XX, SYDNEY. 


Inc., U.S.A., Liability Limited. 
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JOHN WEISS SON, LTD. 


287 OXFORD STREET, LONDON, W.1. 


Telegraphic Address: ESTABLISHED 1787 “Lithotrite, Wesdo, London.” 


KNIVES 


WEISS 
LONDON 


WEISS 
LONDON 


FULL SIZE 


850 


850.—Bistouries, with sharp pointed curved blades. 


weiss 


LONDON 


FULL SIZE 


854.—Bistouries, with probe-pointed curved blades. 


All our knives are hand forged out of solid steel. 


Repairs a speciality. 


; 
{ 
793 
793.—Amputation Knives, single edged, Liston’s, 6 sizes of blade between 6” and 11”. 2 
822 
822.—Scalpels, with middle or back pointed blades, 5 sizes. 
854 
AA 


No. 4 OF A SERIES... 


Radio - Song large penetrating ulcer on the lesser curva- 
ture * y the Stomach with an incisura on the greater curvature 
giving the Stomach an bour glass appearance. 


In Gastero- 
enterology 


positive evidence is essential... 


Made in Australia 


KODAK 
Dupli-Tized 
ULTRA- 
SPEED 
X-RAY 
FILMS 


enable your radiologist 
to obtain that minute 
definition in pathological 
shadows which is so 
essential in differential 
diagnosis. 


Gastric ulcers and gastric carcinoma offer virtually no positive early 
clinical symptoms. The enlarged abdomen, the gastric hemorrhage, 
pyloric obstruction might easily be secondary to gastric cancer... 
Apparent symptoms of angina pectoris have been found to be those of 
gastric cancer involving the cardiac orifice. But these signs cannot 
be considered conclusive. 


There is one way to be certain, however — through X-ray examina- 
tion. Characteristic signs in the radiographic image give definite, 
visual evidence of the location and extent of malignancy if present. 


Whenever your clinical appraisal leads you to consider the possibility 
of any gastric disorder, refer the patient to your radiologist. His 
radiographic findings will give you the best opportunity of diagnosing 
the disorder while it may be successfully treated or while it is still 
operable. 


KODAK (A/sia) PTY. LTD. 


Sydney, Melbourne, Adelaide, Brisbane, Hobart, 
Perth, Townsville, Toowoomba, Rockhampton 


KODAK X-RAY 
LABORATORY 
MANUAL 


containing full informa- 
tion regarding Develop- 


Also stocked by ing | of X-Ray Films, 
KODAK(NewZealand)LTD. | Infra-Red work, etc.” 


WRITE FOR YOUR COPY 


Wellington, Auckland, Dunedin, Christchurch 
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SURGICAL CATGUT 


FOR HOSPITALS WHICH PREFER 
to prepare their own CATGUT 
MERSON’S “STERILE-INTERIOR” 


is specially recommended. 


MERSON’S “ STERILE-INTERIOR ” CATGUT (Fig. 14) IS PREPARED BY THE IODINE 
PROCESS APPROVED BY THE DEPARTMENT OF HEALTH FOR SCOTLAND FOR 
PRODUCTION OF STERILE CATGUT. 


GUARANTEED FREE FROM PATHOGENIC ORGANISMS, MERSON’S “ STERILE- 
INTERIOR ” CATGUT IS COMPLETELY STERILE AND READY FOR USE AFTER 
SEVEN DAYS IMMERSION IN MERSON’S “IOD-ASEPTIC PREPARING SPIRIT.” 


G. F. MERSON 


EDINBURGH, SCOTLAND 


Supplies may be obtained from the following, who are Sole Agents for 
Merson’s products in their respective territories, and carry adequate stocks: 


AUSTRALIA 


DRUG HOUSES OF AUSTRALIA LTD., Incorporating : 


WESTERN AUSTRALIA - - Felton, Grimwade & Bickford Ltd., PERTH 
SOUTH AUSTRALIA - A.M. Bickford & Sons Ltd., ADELAIDE 


VICTORIA - - - - Felton, Grimwade & Duerdins Ltd., MELBOURNE 
NEW SOUTH WALES - - Elliotts & Australian Drug Lta., SYDNEY 
QUEENSLAND - - T. & E. (Surgical) Ltd., BRISBANE 


{ Dental & Medical Supply Co., Ltd. 
NEW ZEALAND ~< AUCKLAND — CHRISTCHURCH —— DUNEDIN 
| WELLINGTON (Head Office). 
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Diamonds, £30. 


Diamonds, £65. 


Diamonds, £50. 


Diamonds, £55. 


Diamonds, £100, 


Diamonds, £50. 


Fine Diamonds 


Diamond Clip 
Brooch, £35. 


Pearl and Diamond 
Earrings, £200 Pair. 


Diamond Wristlet Watch, £85. 


Wm. Drummond & Co. 


Jewellers 


344-346 COLLINS STREET, MELBOURNE 
ESTABLISHED IN COLLINS STREET SINCE 1850 
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D & G Sutures are issued for usage under British Ministry of Health Licence No. 032-C. 
Australian Agent: W. Ramsay (Surgical) Pty. Ltd., 340 Swanston Street, Melbourne, C.1. 


British Medical Agency of New South Wales Ltd. 


B.M.A. HOUSE, 135-137 MACQUARIE STREET, SYDNEY. 


The Official Agency of the B.M.A. (N.S.W. Branch). 


Our Services include: Supplying of Reliable Locum Tenens, Assistants, etc. ; 
Sale, and Purchase of Medical Practices, Partnerships, etc.; 


Agents A.M.P. Society. 


Valuation, 
Advice on Life and Endowment Assurances; 


Trustees, B.M.A. (N.S.W. Branch) Superannuation Sickness and Accident Fund. 


(Open to members or potential members of the Branch.) 


All Fire and Accident Insurances Effected. 


Bookkeeping and Accounts Service. Duplicating and Copying Service. 


FREE ADVICE 


in strict confidence, on all matters connected with the business side of medical practice. 


Consult Us For All Medical Agency Work. 


Write, Telephone, or Call on J ; 
E. J. L. DAVIES, Secretary. ‘Phone: B 4159. After.Business Telegraphic Address: 
Locumtens, Sydney. 


AVIS & G 7 IFFIELD STREET BROOKLYN, NEW ORK 
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CHATEAU TANUNDA 
BRANDY 


Since ’89 
from Pure Grape Wine | 


The quality of the grapes produced at the 
famous Chateau Tanunda Vineyard is second 
to none in the world. Chateau Tanunda 
Brandy is distilled from the purest wines made 


a sons UMITEO 


SOUTH AUSTRALIA = from these luscious grapes, and it retains the 
- valuable ethers which go to make its medicinal ; 
properties. Its distillation is carried out under 


Government supervision. Chateau Tanunda 
Brandy is supplied to most Hospitals and 
Government Institutions throughout Australasia. } 


Proprietors: 
B. SEPPELT & SONS LTD. 
Head Office at 


SEPPELTSFIELD, SOUTH AUSTRALIA. 


Branches at Sydney, Melbourne, Adelaide, 
Brisbane, Fremantle and Broken Hill. 
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Make... 


MENZIES 


|———“The Hotel of Distinction” 


Your Home when next in ‘abies 


Comfort 
and 


Courteous 


Attention 


Inclusive, or Room 
and Breakfast Plan 


¥ 


Table d’Hote or 


a la Carte Cuisine. 
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24th YEAR. The ONLY BRITISH SURGICAL JOURNAL. Established 1913. 


Subscriptions may commence at any time, 42/- Net per annum, post free. Issued Quarterly, Single 
Numbers, 12/6 net. Bound Volumes, 49/6 net each. Cases for binding, 4/- net; or each Volume bound 
complete for 7/6 net, post free, on receipt of the four Numbers. Volumes commence in July, subse- 
quent numbers being issued in October. January. and April. Title and Index with April number. 


British 
Journal Surgery 


UNDER THE DIRECTION OF THE FOLLOWING EDITORIAL COMMITTEE: 
GEORGE E. GASK, C.M.G., D.S.O. (London), Chairman. 


SIR HUGH DYKE ACLAND, C.M.G., C.B.E. | HUGH LETT, C.B.E. (London). 
(Christchurch, N.Z.). ADAMS A. McCONNELL (Dublin). 

EDWARD ARCHIBALD (Montreal). E. K. MARTIN (London). 

SIR C. ARTHUR BALL, Bart. (Dublin). B. C. MAYBURY (London). 

SEYMOUR BARLING, C.M.G. (Birmingham). WM. ERNEST MILES (London). 

J. BEATTIE (London). SIR | HENRY S. NEWLAND, C.B.E.,_ D.S.O. 

Ww elaide). 

L GRAITHWAITE CHARLES A. PANNETT (London). 

HARRY PLATT (Manchester). 

ARTHUR H. BURGESS (Manchester). SIR D’ARCY POWER, K.B.E. (London) 

MAJOR-GENERAL SIR FRANK P. CONNOR, CHARLES F. M. SAINT, C.B.E. (Cape Town). 

V.H.S., 1.M.S. (Madras). ALFRED W. SHEEN, C.B.E. (Cardiff). 

SIR H. B. DEVINE (Melbourne). GRAHAM S. SIMPSON (Sheffield). 

HAROLD R. DEW (Sydney). WILFRED TROTTER (London). 

GEORGE H. EDINGTON (Glasgow). G. GREY TURNER (London). 

R. C. ELMSLIE, O.B.E. (London). CECIL P. G. WAKELEY (London). 


CHARLES H. FAGGE (London). MAJOR-GENERAL J. W. WEST, C.B., C.M.G., 
H. S. FRANKAU, C.B.E., D.S.O. (London). ¢.B.E. (London). 

JOHN FRASER, M.C. (Edinburgh). SIR W. IL. pe COURCY WHEELER (London). 
W. SAMPSON HANDLEY (London). SIR DAVID WILKIE, O.B.E. (Edinburgh). 
GEOFFREY JEFFERSON (Manchester). DAVID STORER WYLIE, C.M.G., C.B.E. (Palmer- 
ROBERT E. KELLY, C.B. (Liverpool). ston North, N.Z.). 

J. R. LEARMONTH (Aberdeen). ARCHIBALD YOUNG (Glasgow). 


E. W. HEY GROVES (Bristol), Editorial Secretary. 


Established in 1913, each volume contains about 800 pages, lavishly illustrated with between 500 and 
600 original figures, many of which are fully coloured, and all are produced only after the utmost 
care has been taken to secure accuracy of detail, form and colouring. The contents are made up of 
Original Papers, Descriptive Accounts of Contemporary Surgery in other Countries, Articles on 
Surgical Technique, Experimental Surgery, Short Notes of Rare or Obscure Cases, and Critical 
Reviews of Surgical Books, etc. 

“Remarkable for the excellence of its illustrations.”—BriTISH MEDICAL JOURNAL. 

“Need fear comparison with none. We would impress upon all surgeons the need to subscribe to this 
Journal.” —LANCET. 

A GENERAL INDEX OF THE FIRST 10 VOLUMES OF THE JOURNAL (1913-1923) has been 
prepared, uniform in size with the page of the Journal. Cloth, gilt lettered. Price 5/- net. 

ALSO: GENERAL INDEX, VOLUME 2 (Ten Volumes, 1923 to 1933). Price 10/6 net. 


ATLAS OF PATHOLOGICAL ANATOMY, under the Editorship of E. K. Martin, M.S., F.R.C.S., of 
University College Hospital, London, describes some of the most instructive and historical specimens 
in the Hunterian Museum of the Royal College of Surgeons and in other Museums. The descrip- 
tions are illustrated both in colour and black-and-white, and with X-ray pictures and drawings of 
maicroscopical sections. 


Vol. I contains Fasciculus I, TUMOURS OF BONE; II, DISEASES OF THE STOMACH; III, 
DISEASES OF THE BREAST; IV, DISEASES OF THE KIDNEY; V, DISEASES OF THE GALL- 
BLADDER AND BILE-DUCTS; INFLAMMATION OF BONE. Vol. Il contains Fasciculus VI, 
DISEASES OF THE JOINTS; DISEASES OF THE THYROID GLAND; VII, DISEASES OF THE 
THYROID GLAND; DISEASES OF THE MOUTH, PHARYNX AND (ESOPHAGUS; VIII, DISEASES 
OF THE ALIMENTARY CANAL; IX, DISEASES OF THE GENITO-URINARY SYSTEM AND OF 
THE APPENDIX; X, GANGRENE; FIBROCYSTIC DISEASE OF BONE; MISCELLANEOUS. 


BOUND IN CLOTH, with Index and Title, price 75s. net each volume. 
Any Fasciculus supplied bound in stout paper covers at 21/- net, or 15/- net to Journal subscribers. 


JOHN WRIGHT & SONS LTD., Publishers, BRISTOL, ENGLAND. 
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LEWIS’S PUBLICATIONS | 


Recently Published. With 129 Illustrations (10 coloured). Medium 8vo. i2s. 6d. net; postage 6d. 


DISEASES OF THE TESTICLE 


By HAMILTON BAILEY, F.R.C.S.; Surgeon, Royal Northern Hospital, London; Surgeon, Italian 


Hospital, London; Surgeon and Urologist, Essex County Council, etc. 


“This book is highly recommended to all who require an up-to-date review of its subject.’-—LANCET. 
Bailey and Love’s SHORT PRACTICE Watkyn-Thomas and Lowndes Yates’ 
OF SURGERY PRINCIPLES AND PRACTICE OF OTOLOGY 
Third Edition. With 763 Illustrations (88 coloured). With 199 Illustrations. Demy 8vo. 25s. net; 
28s. net; postage Is. 6d. postage 10d. 


“. .. a rich and abundant feast for the thought- 
ful.”"—British Medical Journal. 


Tucker’s INJURIES AND THEIR TREATMENT 


. . . the authors are past masters in the teach- 
ing of surgery. . . .”—Medical Press. 


Robert’s PRINCIPLES AND PRACTICE 


OF X-RAY THERAPY With 80 8vo. 9s. net; 
ag ) 
With 115 Illustrations. Demy svo. 10s. 6d. net; 
postage 8d. ‘ . Singularly straightforward and practical 
- ; “so simple and brief ... will achieve much if its 
the teaching is sound . . . will form a teaching is applied.”—British Medical Journal. 
standard text."—British Medical Journal. 
E Fisher’s TREATMENT BY MANIPULATION. 
Lake and Marshall’s SURGICAL ANATOMY A Practical Handbook for the Practitioner and 
AND PHYSIOLOGY Student. 
With 238 Illustrations (many coloured). Demy Second Edition. 62 Illustrations. Demy 8vo. 
Svo. 30s. net; postage Is. 4d. 9s. net; postage 6d. : 
. the best English textbook on the subject.”— “We can strongly recommend this book.’’—St. 
British Medical Journal. Bartholomew’s Hospital Journal. 


London: H. K. LEWIS & CO. LTD., 136 Gower Street, W.C.1 


Telegrams: Publicavit, Westcent, London. 


Australian Medical Monographs 


JUST OUT 


CLINICAL HANDBOOK for Residents, Nurses and Students. By Members of the Staff of St. 
Vincent’s Hospital, Sydney. Edited by V. M. Coppleson, M.B., Ch.M., F.R.C.S., and Douglas 
Miller, F.R.C.S., F.R.A.C.S. Second Edition. 6/-. 1936. 


JUST OUT 


THE MANAGEMENT OF DELAYED LABOUR AND PROGNOSIS AND TREATMENT OF THE 
TOXAMIAS OF PREGNANCY. Lectures delivered under the auspices of the N.S.W. Post- 
Graduate Committee of Medicine, of the University of Sydney, October, 1935. By J. Bright 
Banister, M.D., F.R.C.P., F.R.C.S.Edin., Consulting Obstetric Surgeon, Queen Charlotte’s Hospital; 
Obstetric Physician, Charing Cross Hospital, etc. 3/6. 1936. 


APPENDICITIS: When and How to Operate. A Guide for the General Practitioner. By W. J. 
Stewart McKay, M.B., M.Ch., B.Sc., Senior Surgeon, Lewisham Hospital, Sydney. 12/6. 1936. 


New Enlarged Edition Ready in February. 
“So much diabetic wisdom has not yet appeared in any volume of its size, or twice its size.” 
THE DIAGNOSIS AND TREATMENT OF DIABETES AND THE USE OF HIGH CARBO- 
HYDRATE DIETS. By W. Wilson Ingram, M.C., M.D. (Aber.), Hon. Physician and Physician 
in Charge of the Clinic for Diabetes, Royal North Shore Hospital, Sydney, and Honorary Director, 
Institute of Medical Research, Royal North Shore Hospital. With Foreword by C. G. Lambie, 
M.C., M.D., F.R.C.P., Professor of Medicine in the University of Sydney. About 5/-. 1936. 


ANGUS & ROBERTSON LTD. 
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RECENT BOOKS 


FOR SURGEONS 


SURGICAL EMERGENCIES IN CHILDREN. 
By HAROLD C. EDWARDS, M.5S., 
F.R.C.S. Pp. 274. 99 illustrations. 

12s. 6d. 


KGOHLER’S RONTGENOLOGY. Translated 
by DR. A. TURNBULL, B.Sc., Ch.B. 
Second Edition. Pp. 682. 401 illustra- 
tions. 50s. 


SURGERY OF THE SYMPATHETIC 
NERVOUS SYSTEM. By PROF. G. E. 
GASK, C.M.G., F.R.C.S., and J. PATER- 
SON ROSS, M.S., F.R.C.S. Pp. 164. 
43 illustrations. 16s. 


TEXTBOOK OF RGNTGENOLOGY. By 
B. J. M. HARRISON, Ch.B., D.M.R.E. 
Pp. 826. 238 illustrations. 45s. 


THE THYROID, SURGERY, SYNDROME 
AND TREATMENT. By E. P. SLOAN, 
M.D. Pp. 486. 99 illustrations. 45s. 


DISEASES OF THE RECTUM AND 
COLON. By J. P. LOCKHART- 
MUMMERY, F.R.C.S. Second Edition. 
Pp. 606. 250 illustrations. 35s. 


THE fag By NORMAN C. LAKE, M.D., 
M.S., F.R.C.S. Pp. 328. 99 Ilustra- 
tions. 12s. 6d. 


MODERN TREATMENT OF BURNS AND 
SCALDS. By PHILLIP H. MITCHINER, 
M.D., M.S., F.R.C.S. 2 coloured and 16 
plain illustrations. 5s. 


MECHANICS OF NORMAL AND PATHO- 
LOGICAL LOCOMOTION IN MAN. By 
PROF. A. STEINDLER, M.D. Pp. 424. 
453 illustrations. 36s. 


INFECTIONS OF THE HAND. By A. B. 
KANAVEL, M.D. Second Edition. Pp. 
552. 216 illustrations. 30s. 


CLINICAL ASPECTS OF VISCERAL 
NEUROLOGY. By W. K. LIVINGSTON, 
M.D. Pp. 254. 46 illustrations. 18s. 


PRACTICAL NEUROLOGICAL DIAGNOSIS. 
By R. GLEM SPURLING, M.D. Pp. 234. 
99 Illustrations. 18s. 


BAILLIERE, TINDALL AND COX 


7 and 8 Henrietta Street, 


London, W.C.2 


Easy and 
Non-Dangerous 
Introduction. 


Vision Comparable 
to that obtained 
with a Cystoscope. 


The Loeck-Heritage Flexible Gastroscope 


A new flexible Gastroscope with a greater degree of flexibility than 
hitherto achieved. The instrument follows the curve of the stomach 
with greater ease, enabling the pylorus to be approached more 
closely. All parts of the stomach can be clearly seen, including 
the pylorus, cardia and lesser curvature. 


LARGE ANGLE OF VISION WITH BRILLIANT ILLUMINATION 


Obtainable to order from: 


THE DOMINION DENTAL SUPPLIES LTD., 


Boulcott Avenue, 


Wellington, New Zealand. 


F. H. FAULDING & CO. LTD., 
313 Murray Street, 
Perth, Western Australia. 


Made by THE BRITISH CYSTOSCOPE CO. 


44-48 Clerkenwell Road, LONDON, E.C.| 
Cable Address: ENDOSCOPIC, LONDON (Trade Only) 
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JACKSON SPRING 
LIMITED 


Customs, Transport and 
Shipping Agents 


Cartage Contractors 
Insurance Brokers 


| Storers 


495 Adelaide Street, Brisbane, Queensland 


’Phone: B 1978 (2 lines). 


8-12 Bathurst Street, Sydney, N. S.W. 


| *Phone: M 6504 (11 lines). 


487-91 Flinders Street, Melbourne, Victoria 


’*Phone: M 3244 (3 lines). 


23 Hyde Street, Adelaide, South Australia 


’*Phone: Central 4194 (2 lines). 


8 Todd Street, Port Adelaide, South Australia 


*Phone: Y 1706. 
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HAND Strong, capable, and 

clean. How important 
they are, too; without carefully cleansed 
hands grave risks threaten doctor and 
patient alike. As an antiseptic, the 
pharmaceutical use of Coal Tar has the 
recommendation of the greatest derma- 
tologists, and Coal Tar can most con- 
veniently and easily be applied to the 
skin through the use of. Wright’s Coal 
Tar Soap. 


“Used more frequently in surgeries 
than any other toilet soap” 
Replies received from a canvass of 
several thousand members of the medical 
profession, made in England recently by 
the National Institute of Industrial 
Psychology, indicate that Wright’s Coal 
Tar Soap is used more frequently by 

medical men than any other brand. 


RECOMMEND A SAFE SOAP 
The skin being exposed to more forms of 
irritation, parasitic or other, than any 
other part of the body, the prophylactic use of Coal Tar is strongly to be recommended. Its 
importance in the prevention and suppression of disease is acknowledged by the highest 
medical authorities. 


WRIGHT?’S Coal Tar SOAP 


PRICE: 10d. PER TABLET 


Distributing Agents: COMMONWEALTH AND DOMINION AGENCIES LTD., 168-174 Day St., See. © 


TURKISH 
BATHS 


OPEN EVERY DAY FOR MEN 
AND WOMEN 


Recreational Exercise Includes— 


BADMINTON 

DECK TENNIS 
TABLE TENNIS 
SQUASH RACQUETS 


All work is under the personal supervision 


of Mr. P. W. PEARCE 


A special feature of our work is corrective exercises for children. 
All remedial treatment is done only under medical direction. 


BJELKE- CANBERRA HOUSE, 
PEAR Pty. 
*Phone 7092 Central. 
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The Original Preparation 
English Trade Mark, No. 276477 (1905). 


The Safest and most Reliable Local 
Anesthetic for all Surgical Cases 


The Oldest and Still the Best 


THE Saccnanm corpoRATION LTP 


COCAINE FREE LOCAL ANESTHETIC 


Does not come under the restrictions of the Dangerous Drugs Act 
WRITE FOR LITERATURE. 


SOLD UNDER AGREEMENT 


THE SACCHARIN CORPORATION, LIMITED 
72 Oxford Street - - - - - - - London, W.1 


Telegrams: SACARINO, RATH, LONDON. Telephone: MUSEUM 8096. 
Australian Agents: New Zealand Agents: 
J. L. BROWN & CO. THE DENTAL & MEDICAL SUPPLY 
4 Bank Place, Melbourne, C.1. CO. LTD., 128 Wakefield St., Wellington. | 
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ey: @ “Body mechanics is the mechanical 
of re correlation of the various systems of the 
a body with special reference to the skeletal, 


Th e Wo r | d *s Fj n e S t muscular, visceral, and neurologic systems. 

Normal body mechanics obtains when this 
mechanical correlation is most favorable tu 
the function of these systems.” 


Ligatures and Sutures | 
L. L. LUCAS | 


@ The preparation of sterile & Co. P ty. Ltd. 


Announce the 
appointment of 


ligatures and sutures has 


had the closest attention of MRS. FLORENCE 
Johnson & Johnson scien- 
whose acquaintance 
tists for many years. The with the requirements 
of modern surgical 
result is that now, after corsetry is freely 
recognised. 


g: more than forty years of 


ah L. L. LUCAS & CO. PTY. LTD. 
P Cr. RUSSELL and LITTLE COLLINS 


Johnson & Johnson’s catgut STREETS, MELBOURNE 


holds a pre-eminent position 


the world over. 


For 
Accurately 
Johnson & Johnson ligature Dispensed 


Surgeons know that every 


and suture can be fully — 
Prescriptions 

relied upon for sterility, 

tensile strength and bac- COME TO WOOD’S 


During the 45 years in business 


our aim has ever been to main- 
teriological control. tain the highest quality and 


accuracy in all our work. 


"Phone: Central 6778. 


WORLD'S LARGEST MANUFACTURERS THE OPTICIAN 
OF SURGICAL DRESSINGS E. Wood & Co. Pty. Ltd. 


95 ELIZABETH ST., MELBOURNE, C./ 
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Ve are as much gainers by 
finding a new property in the old 
earth as by acquiring @ new planet: 


A manufacturer’s skill produced a new product. 


The surgeon took this discovery of the laboratory and 
used it for the benefit of mankind. Thus was established a 
co-operation between PROFESSION and MANUFACTURER, 
which has achieved results quite beyond the reach of individual 


effort. 


In exploring new uses for this product, the surgeon has 
given confidence to those who inherently prefer the tried to 


the untried. 


Co-operation has encouraged experiment, surmise has 
become prognosis, and to-day Elastoplast is regarded by 
Surgeon, Physician and General Practitioner alike as a proved 
and trustworthy agent in the treatment of many diverse 


complaints. 


In future issues it is our intention to present, one by one, 
the many established uses of this unrivalled product, -culled 
from reports sent to medical journals and to ourselves by 


enthusiastic users amongst the Medical Profession. 


British Made by 
T. J. SMITH & NEPHEW LTD., Neptune Street, Hull 


Australian Distributors: 


A. M. BICKFORD & BONG, UTD. Adelaide 
ELLIOTTS & AUSTRALIAN DRUG PTY. LTD., Sydney 
FELTON, GRIMWADE & BICKFORD, LTD. ... Perth 


FELTON, GRIMWADE & DUERDINS, LTD., Melbourne 
TAYLORS, ELLIOTTS & AUSTRALIAN DRUG PTY. 
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Mew Developments in Surgical Equipment. 


ELECTRIC MOTOR FOR BONE WORK. 
(Werkstitten fiir Medizinmechanik, Heinr. C. Ulrich, 


Ulm-Donau, page 5.) 


Electric motor for use when making dr#l holes or saw cuts in 


BOWEL FORCEPS. 
(Der Chirurg, September 15, 
1936.) 


Curbed forceps so arranged 
that when closed they pleat 
the cut end of the bowel. A 
suture is threaded 
through a groove as in Figure 
II. 


bone. 


APPARATUS FOR SEWING 
STOMACH AND 
INTESTINE. 


(Prof. Friedrich, Centralblatt 
fiir Chirurgie, 1934, Number 
9.) 


New stomach and intestine 
sewing apparatus, made in 
accordance with the _ prin- 
ciples laid down by Neuffer- 
Ulrich, modified by Professor 
Friedrich. D.R.P. registered 
and patent applied for. 


} These instruments are selected by the Editorial Committee, and the Publishers 
will be glad, whenever possible, to give the names of the suppliers to any subscriber. 
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PLANOCAINE 


(Trade Mark) 


highly efficient anaesthetic for 


local, regional and spinal administration. 


Samples and literature sent on request 


NEW ZEALAND AGENT: 
Messrs. W. Watson & Sons Ltd., Wellington 


AUSTRALIAN AGENT: 
Mr. F. C. Marrington, 84 Pitt Street, Sydney 


PHARMACEUTICAL 
SPECIALITIES 


(May & Baker) LTD 


Dagenham - England 


xix 


= 
AIN 
| = 
| 
| 
B 


Save TIME 
and MONEY 


A Typewriter 
is an absolute 
necessity for 
quick, efficient recording 


@ Do away with hand-written entries and 
accounts—it’s an old-fashioned, time- 
wasting method. Type them—type 
everything in logical, impressive form; 
bring your records up to date on an 
IMPERIAL PORTABLE. This beautiful, 
compact time-saver appeals to profes- 
sional men because it gives the utmost in 
speed, accuracy, simplicity, durability and 
quieter operation. Even if you have 
never typed before, you can use an 


IMPERIAL after the first trial or two. 


The “Good Companion” is housed in a 
dignified case for easy carrying. 
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Distributed in Australia by: 


Creek Street, Brisbane. 


Newcastle. 
Melbourne. 
Adelaide. 


Hobart. 


Auckland, New Zealand. 


IMPERIAL 


L. Dobell & Co. Ltd., 107 Pitt Street, Sydney; 


Johnson & Hey, Newcastle and Northern 
Districts Agents, 37 Hunter Street, 


Geo. Raitt & Co. Pty. Ltd., Queen Street, 
Holdsworth & Co. Ltd., 51 Grenfell Street, 
J. C. McPhee Pty. Ltd., 99 Collins Street, 


Burridge & Warren Ltd., 69 King Street, Perth. 
Armstrong, Springhall Ltd., Wellington and 
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8 Standard Features 
in the 


BRITISH 
IMPERIAL PORTABLE 


1. Lightness plus inbuilt strength. 
2. Whole line visibility. 


Standard keyboard with 88 characters. 


Right- and left-hand shift-keys. 


> 


5. Automatic ribbon reverse. 

6. Full-length ribbon. 

7. Two-colour device and stencil switch. 
8. Carriage safety lock. 


(Post to your nearest dealer.) 
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Sodium 


The soluble cyclo-hexenyl barbiturate. Its characteristic 
feature is the extreme rapidity with which it is 
detoxicated in the organism. 


2 to 10 c.c. of a 10 per cent. ‘Evipan’ sodium solution, 
intravenously, will give full anesthesia for 5 to 30 minutes, 
according to the dosage. 


*Evipan’ Sodium is issued in boxes containing 5 ampoules of 1.0 g. powder and 5 ampoules 
of 10.5 c.c. distilled water. 


‘Evipan’ is the registered trade mark denoting the brand of N-methyl-c-c-cyclo-hexenyl- 
methyl! barbituric acid. 


BAYER PHARMA LTD., 60-66 Hunter St., Sydney, N.S.W. 


SOLE DISTRIBUTORS: 
Australia: FASSETT & JOHNSON, LTD., 36/40, Chalmers - Street, Sydney, 
N.S.W. 


New Zealand: FASSETT & JOHNSON, LTD., Levy Building, Manners Street, 
Wellington. 
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A COMPLETE 
PORTABLE 
X-RAY UNIT 


PHILIPS 
“CENTRALIX” 


xxii 


@ Full radiographic range. 
Flexible and readily adaptable. 
Screening and radiography. 
Sharpest definition. 


Low current consumption. 

Light and rigid. 

Readily portable. 

Complete in ONE carrying case. 


-@ OIL INSULATION SUPERSEDED BY PHILIPS SPECIAL IMPREGNATION PROCESS 


PHILIPS 


‘Phone: BW 2121. X-RAY DEPARTMENT * ’Phone: BW 2121. 


WEMBLEY CHAMBERS, CORNER HUNTER & PHILLIP STREETS, SYDNEY. 
T. & G. BUILDING, COLLINS STREET, MELBOURNE. 
And at 286 WAKEFIELD STREET, WELLINGTON, N.Z. 
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THE CULTURED SURGEON. 


By Sir D’Arcy Power, K.B.E.., 
London. 


THE medical profession in England has always been divided into 
physicians, surgeons and family practitioners. The physicians, until the 
latter years of King Henry VIII, were usually, but by no means always, 
in orders. They were attached to the monasteries, and each king had 
one or more in his personal service. 

The surgeons were itinerant. They learnt their business in the wars 
when wars were constant, and they were, therefore, rarely at home. 
Moreover, it was their custom, when they operated, to stay in the 
patient’s house until he was either cured or had died—sometimes a 
matter of months, sometimes only of days. 

The family practitioners were numerous in the larger towns, and 
were to be found occasionally in the villages. They looked after the 
ordinary complaints of the inhabitants, and, being stationary and good 
men of business, they often made considerable fortunes and held such 
high civic offices as mayor, sheriff and aldermen. 

All, however, were under control. The physician could be called back 
to his convent just when he thought himself most secure. The surgeon 
was a member of the small body known as the Guild of Surgeons. The 
family practitioners, from quite early times, had banded themselves into 
the Fraternity of Barbers, which became the Barbers’ Company, and, 
by incorporation with the Surgeons’ Guild, the United Company of 
Barbers and Surgeons. 

Culture, as we now know it, varied greatly in the three grades. 
The physician was a man learned in theory, well read in the classics 
of his profession, but of little practical knowledge; a great gentleman, 
looked up to and respected by those with whom he was brought into 
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relation; often a politician, sometimes an intriguer, and on many 
occasions a go-between at the various courts of Europe. 


No general practitioners are known to us as learned men or as great 
gentlemen before the Reformation in England. No doubt they existed, 
but they wrote no books, and none of their contemporaries thought it 
worth while to hand down any details about them. The care of their 
numerous patients, the troubles with their apprentices, the lectures they 
had to attend compulsorily, their domestic duties and civic appoint- 
ments must have given them very little time to read or even to think 
outside their immediate spheres of action. 


The surgeons had a wider outlook on life. From 1300 to 1600 
all had seen service in the field, and must have known Poland, France, 
Spain, Germany and the Low Countries as well as they knew England. 
They had mixed with every class, they had been in command, and were 
accustomed to be obeyed. They loved to write of their experiences and 
to tell of the patients they had treated. We know more about them 
and their methods and manner of thought than we do of the physicians 
and family practitioners who were their contemporaries. Ardenne, 
Morested, Gale, Clowes and Woodall are still living persons for us. 
Rough as their lives were, they all seem to have had some tincture of 
letters, they wrote good English and often prided themselves on their 
verse. They knew each other, for they were few in number, and, as they 
were not jealous, they praised each other and wrote introductions to 
their books, the one for another. For the most part, they were wealthy, 
for in Tudor times they were paid in kind rather than in cash. A 
successful operation would be rewarded with a grant of land or, in war- 
time, with a chain of gold, a ring, or a cask of wine, each of which 
could be turned to good account. In earlier days loot or the fortunate 
capture of a knight who could be held to ransom was an easy and 
pleasant way of filling one’s coffers. John Ardenne (1307 to 1380), 
who served in France and Spain in the Hundred Years War and after- 
wards settled at Nottingham, says of his fees: 

Be he wary of asking too little, for asking too little sets at nought both 
the market and the thing. Therefore, for the case of fistula in ano, when it is 
curable, ask he competently of a worthy man and a great, an hundred mark or 
forty pound with robes and fees of an hundred shillings yearly so long as he 
lives. For never in all my life took I less than an hundred shillings for the 
cure of that illness. Nevertheless, let another man do as he thinks better. 


It may be noted that when Ardenne wrote, shortly after the Black 
Death, the daily wage of a labourer was one penny. 

The surgeons showed themselves as masters of English during the 
fifty years which closed with the year 1600. Thomas Gale (1507 to 1587), 
who had served in the wars and who was in many ways rough and 
unpolished, began his “Institution of a Surgeon” with a charming 
passage: 


Phebus, who chaseth away the dark and uncomfortable night, casting his 
golden beams in my face, would not suffer me to take any longer sleep, but 
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said: Awake, for shame and behold the handiwork of our sister Flora, how she 
hath revested the earth with most beautiful colours marvellously set in trees, 
plants, herbs and flowers: insomuch that the old and withered coat of winter 
is quite done away and put out of remembrance: at which words of Phebus my 
heart quickened in me and all desire of sleep was eftsoon forgotten. Wherefore 
I am now come into this beautiful meadow to recreate myself and gather some 
of these pleasant herbs and flowers which here do grow. 


Pleasant words and beautiful ideals, but a strange introduction to a 
textbook on surgery. His prose was better than his verse. He wrote: 


Go forth, my painful book, 
Thou art no longer mine. 

Each man may on thee look; 
The shame or praise is thine. 


William Clowes (1540 to 1604), his contemporary, was cast in 
rougher mould, but his works breathe the newly found spirit of 
patriotism, for he wrote when England had just become a nation. He 
hated quacks, and much of his life was spent in an attempt to destroy 
them. Writing against them, he always speaks out. Here is an example: 


Where the learned physician or surgeon cannot be had for council, I am 
herein to admonish the friendly reader to take heed not to commit themselves 
unto the hands of every blind Buzzard that will take upon them to let blood, 
yea, to the utter undoing of a number. For many in these days being no better 
than runagates or vagabonds do extraordinarily, yea disorderly and unadvisedly 
intrude themselves into other men’s professions, that is to say, not only in 
letting of blood, but also do take upon them to intermeddle and practise in this 
art wherein they were never trained or had any experience; of which a great 
number be shameless in countenance, lewd in disposition, brutish in judgement 
and understanding. This beastly brood doth forsake their honest trades, whereunto 
God hath called them, and do daily rush into Physick and Chirurgerie. And some 
of them be Painters, some Glasiers, some Tailors, some Weavers, some Joiners, 
some Cutlers, some Cooks, some Bakers, and some Chandlers, etc. Yea, nowadays, 
it is apparent to see how Tinkers, Tooth-drawers, Pedlers, Ostlers, Carters, 
Porters, Horse-gelders, and Horse-teachers, Idiots, Apple-Squires, Broom-men, 
Gawds, Witches, Conjurers, Sooth-sayers, and Sow-gelders, Rogues, Rat-catchers, 
Runagates and Proctors of spittle houses with such like rotten and stinking weeds, 
do in town and country without order, honesty or skill daily abuse both Physick 
and Chirurgerie, having no more reason or knowledge than hath a goose; but a 
certain blind practice without wisdom or judgement and most commonly useth 
one remedy for all diseases and one curing all persons, both old and young, men, 
women and children, which is as impossible to be performed or to be true as 
for a shoemaker with one last to make a shoe fit for every man’s foot, and 
this is one principal cause that so many perish. . 


With such a command of language, it is not surprising that Clowes 
fell foul of his colleagues, and there is a significant entry in the minutes 
of the Barber Surgeons’ Company under the date March 25, 1577: 

There was a great contention and strife spoken of and ended between 
George Baker and William Clowes, for that they both contrary to order and the 
good and wholesome rules of this house misused each other and fought in the 


fields together, but the Master and Wardens, wishing that they might be and con- 
tinue loving brothers, pardoned their great offence in hope of amendment. 


It must have been a glorious sight to see the King’s Serjeant Surgeon 
and the Surgeon to Saint Bartholomew’s Hospital pummelling each other 
in the fields, for one may be sure it was a fight with fists and not a 
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duel with swords. Yet both were men of culture according to the 
standard of their times. 


John Hall (1529 to 1568), a contemporary surgeon, who practised 
at Maidstone in Kent, was also a cultivated man. He spent much of his 
short life in chastising quacks and trying to improve the morals of 
his contemporaries. Here is a sample of his “Sonnet inveighing against 
the abuses and pride that reigneth among vain women”: 


Ye women and maidens of City and Country, 
Leave your lewd lightness, learn some honesty. 
If one of you the truth will regard, 

Speak with simplicity, let it be heard. 


Some wear a chain and some a black lace; 

And colours also to paint with their face, 

Wherewith they do make their faces to shine. 

Since God made the world such pride was ne’er seen. 


The attack runs to fifty stanzas of four lines each, and remains 
in manuscript in the Bodleian Library at Oxford. It shows that John 
Hall was a Puritan, and that the women of his day were not unlike 
those of the present generation. 


Cultivated surgeons, even of this rough type, died with Queen 
Elizabeth, and for more than fifty years Richard Wiseman (1622 to 
1676) was the only surgeon with any pretension to being a gentleman. 
His culture, perhaps, can be attributed to the tuberculosis which killed 
him. It widened his sympathies, limited his power of work, and so gave 
him time to think and write. After him came a still longer eclipse. 
William Cheselden (1688 to 1752), Percivall Pott (1714 to 1788) and 
John Hunter (1728 to 1793) did much for surgery, and were greatly 
esteemed by their contemporaries. They lived their lives as good, honest 
men, rough and uncultivated, without much education and quite unable 
to take their places amongst the witty and in the literary circles as 
did Mead and Arbuthnot. Charles Bernard (1650 to 1711) was perhaps 
the single exception. He was a friend of Swift, pointed out that cancer 
reappeared after operation, and collected a very fine library. 


The cultivated surgeon, as we judge him by modern standards, 
began with Sir Benjamin Brodie (1783 to 1862). The son of a clergyman, 
he had a good general education, was surgeon to Saint George’s Hos- 
pital, and had such wide interests that he was elected President of the 
Royal Society. There has been no lack of similar surgeons since his day. 
Sir Henry Thompson (artist as well as lithotomist), Sir Seymour Haden 
(etcher and surgeon), Sir James Paget, Sir Jonathan Hutchinson and 
Lord Lister were all courtly gentlemen of the best type. Their successors 
follow in ever-increasing numbers. The reason is not far to seek. Ans- 
thesia deprived the practice of surgery of much of its horror. Surgeons 
of long experience dreaded an operation. Cheselden said it “took much 
out of him”; it made Abernethy vomit; John Flint South prepared 
himself by prayer. Men of better education entered surgery after the 
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advent of anesthesia, but, like their predecessors, they still had but 
little leisure to cultivate their own minds. The surgeon, for at least 
a generation, was called to the patient, for travelling was bad and 
operations were still done at home. The hospitals were unsuited for 
those who could pay, there were no nursing homes, and the wives, 
daughters and “born nurses” did what was needed after an operation. 
The growth of specialism, improved transport, the introduction of pay- 
wards and, above all, the provision of trained nurses, have greatly 
lightened the surgeon’s work. He has gained time to think about his 
own needs, mental as well as physical, and there is thus emerging a type 
of cultured surgeon which used to be rare, but which is now becoming 
common. 


THE SURGICAL TREATMENT OF BRONCHIECTASIS. 


By M. P. Susman, 
Sydney. 


PREAMBLE. 


Removat or destruction of the diseased area of lung is the only absolute 
cure of established bronchiectasis, but it does not follow that every 
patient requires such radical treatment, even were he fit to stand it. 
Symptomatic and non-operative measures may suffice when the 
bronchiectasis is not progressive, especially if infection of the nasal 
sinuses is adequately treated; such a patient can be kept tolerably well 
and happy, even though the dilatations persist, as shown by broncho- 
grams. If the bronchiectasis is early and uncomplicated, that is, if 
there has been no spread of the infection to the surrounding lung 
parenchyma, it is possible, according to some observers, that complete 
resolution may occur. That there may be objective as well as subjective 
improvement, even with an apparently advanced bronchiectasis, is shown 
by the two bronchograms of Case I, taken respectively in January, 19534, 
and April, 1936. 

Case I. This patient has had little inconvenience beyond cough and sputum, 
and the daily amount of sputum is less than it was two years ago, being now 


about one ounce. He has had no treatment except postural drainage, creosote 
and vaccine. 


Our objective is to prevent bronchiectasis from developing, or, if it 
does develop, to check it at an early stage, so that operation will not 
be necessary. 

Prophylaxis comprises: (a) careful management of children with 
the infectious fevers, especially if bronchopneumonia or other lung com- 
plication occurs; (b) prompt removal of foreign bodies from the tracheo- 
bronchial tree; (c) dilatation of bronchial stenosis; (d@) adequate drain 
age of acute lung abscess and empyema before fibrosis of the lung and 
pleura has occurred; (e) treatment of infection of the nasal sinuses; 
(f) thorough investigation, and not simply symptomatic treatment, of 
such significant symptoms as hemoptysis, persistent cough et cetera; 
(g) timely phrenic paralysis or thoracoplasty for post-inflammatory 
fibrosis of the lung or atelectasis. 

Lipiodol injection of the bronchial tree offers the only sure means 
of completing the diagnosis, but it is not infallible. Certain factors may 
hinder proper filling; for example, bronchial stenosis or faulty technique 
of the injection. 
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Figure I. Case I (Bertram W.). Bronchogram of 
January, 1934. 


Figure II. Case I (Bertram W.). Bronchogram 
of April, 1936. 
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Spontaneous remissions occur in the course of bronchiectasis for 
which various forms of treatment may wrongly receive credit. Case I, 
just cited, is probably an example of this event. 

Non-operative treatment is a necessary preliminary to surgical 
treatment, especially a period of rest in bed, postural drainage, inhala- 
tions, and intravenous injections of emetine or of an arsenical compound 
and, perhaps, an autogenous vaccine. 

The operations for bronchiectasis may be conveniently grouped 
under three headings: (a) extirpation of the diseased area; (b) com- 
pression and relaxation of the lung; (c) drainage of the dilatations and 
cavities. 

There are different radiological-anatomical types of bronchiectasis, 
such as tubular, fusiform and saccular, and different xtiological types, 
such as congenital, atelectatic and post-infective. But the important 
considerations for treatment and prognosis are: (@) whether the 
bronchiectasis is dry (simple or non-septic) or moist (septic or fetid, 
according to the degree of sepsis); (b) whether it is confined to one 
lobe only or is more widespread. The more septic and the more wide- 
spread the disease, the worse the prognosis with every form of treatment. 


SurRGICAL TREATMENT OF ESTABLISHED BRONCHIECTASIS. 

The different forms of surgical treatment of established 
bronchiectasis may be set out as follows: 

1. Extirpation of the diseased area of lung: 

(a) Lobectomy or total pneumonectomy, preferably at one 
stage. 

(b) Cautery excision, piecemeal and in stages, of as much 
diseased lung as possible. 

2. Compression and relaxation of the lung: 

(a) Thoracoplasty. 

(b) Extrapleural plombage. 

(c) Phrenic nerve paralysis. 

(d) Artificial pneumothorax and oleothorax. 

3. Drainage: 

(a) Bronchoscopic aspiration, with or without lavage. 
(b) External drainage (pneumotomy). 

My experience has been confined mainly to lobectomy, thoracoplasty 
and bronchoscopic drainage. This paper is based on twenty-eight 
lobectomies and four thoracoplasties at which I was the assistant at 
Brompton Hospital, and on two lobectomies, one pneumotomy, one 
thoracoplasty and about a hundred bronchoscopies personally performed. 


Extirpation of the Diseased Area of Lung. 
One-Stage Lobectomy and Total Pneumonectomy. With minor 
modifications, the technique for lobectomy and for pneumonectomy is 
the same. The operation has recently been described in detail by Tudor 
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Edwards and Price Thomas, J. E. R. Roberts, and H. P. Nelson and 
Robert Janes, so that I shall here discuss only some of the most 
important points of the operation and of the pre-operative and _ post- 
operative management. The general indication for lobectomy is pro- 
gressive bronchiectasis confined to one lobe, or to the lower and middle 
lobes on the right side. The general indication for total pneumonectomy 
is moderately advanced bronchiectasis of the whole or of most of one 
lung which is not hopelessly adherent to the chest wall in a patient who 
is still well enough to make the risk of the operation justifiable. (For 
unilateral bronchiectasis that is early and uncomplicated thoracoplasty 
is preferable; for unilateral bronchiectasis that is very advanced and 
complicated cautery excision is the best operation.) 

Pre-operative preparation for one-stage lobectomy or _  pneu- 
monectomy includes bronchoscopic and postural drainage, attention to 
the teeth, nose and sinuses, the induction if possible of artificial pneumo- 
thorax, and the usual treatment for any major operation. The anesthetic 
is either “Percaine” or an allied drug given spinally, or gas and oxygen 
or cyclopropane given through an intratracheal tube, preceded by suit- 
able hypnotics. 

The patient lies with the diseased side upwards. The incision is 
over the seventh intercostal space (for disease of the lower lobe) and 
extends from the mid-axillary line to the edge of the sacro-spinalis 
muscle dividing the trapezius and latissimus dorsi. 

Cut the seventh rib near its angle, divide the intercostal bundle 
between ligatures at the same spot and open the pleural cavity through- 
out the length of the exposed intercostal space. 

Separate the edges of the wound with special rib spreaders; then 
divide and, if necessary ligate any intrapleural adhesions. After thus 
isolating the lower lobe, clamp, cut and ligate the lateral pulmonary 
ligament. Now pass the lung tourniquet around the hilum and tighten 
it. Protect the wound edges and the pleural cavity with gauze and 
pads, or bring the lobe out through a hole in a sheet of rubber dam 
which is spread over the surrounding parts. 

Cut through the hilum about 18 millimetres (three-quarters of an 
inch) from the tourniquet. A continuous suture, or a series of inter- 
rupted mattress sutures, of chromicized gut closes the bronchi and 
vessels as if the stump were a homogeneous structure. Now loosen the 
tourniquet, stop any bleeding with additional sutures and unite the 
remnants of lung tissue and the visceral pleura of the stump by a 
continuous suture, so as to cover the deep sutures. 

Dry the pleural cavity, insert a drainage tube through the inter- 
costal space below the operation wound and close the operation wound 
in layers, reinforcing it with a series of pericostal sutures (sutures 
embracing the rib above and the rib below the incision). 

Clamp the intercostal drainage tube and remove as much air as 
possible from the pleural cavity while the anesthetist gently raises the 
pressure in the trachea to promote reexpansion of the lung. As soon as 
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Fieure Ill. Case II (William M.). Plain 
radiogram. 


Figure IV. Case II (William M.). Bronchogram 
showing bronchiectasis. 
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the patient is back in bed, connect the intercostal tube (before unclamp- 
ing it) to another tube which passes into a vessel of fluid at the bedside, 
and then remove some of the air from this vessel so as to maintain a 
negative pressure. It is essential to keep the drainage system airtight, 
as the remaining lung tissue must be encouraged to fill the pleural 
cavity as soon as possible; in this way any post-operative pleural 
infection will be localized. 


Figure V. Case II (William M.). The left lower 
lobe cut longitudinally. 


It may be necessary to aspirate fluid or air from the pleural cavity 
on one or more occasions during the first few days after the operation. 


A bronchial fistula usually forms about the tenth day, and with few 
exceptions it eventually closes spontaneously; as a rule, it causes only 
a small localized empyema which is easily drained either through the 
original drainage wound or by a later rib resection. But if the rest 
of the lung has failed to expand and to adhere to the chest wall, a total 
pyothorax results—a most serious complication which must be treated 
heroically by reopening the whole wound and packing the hemi- 
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thorax with gauze; if the patient is fortunate enough to survive, he 
will almost certainly need a thoracoplasty to close the residual cavity. 

The main post-operative complications, in addition to bronchial 
fistula and empyema, are: (a) shock, hemorrhage, air embolism; (b) 
wound infection, mediastinitis, pulmonary infection, suppurative peri- 
carditis, septicemia and pywemia; (c) cardiac and respiratory failure. 

Our chief post-operative aids are blood transfusion and the oxygen 
tent. 

Mr. Tudor Edwards has given me the following figures from the 
Brompton Hospital. Up till the end of 1935 the total number of 


Figure VI. Case III (Gladys P.). Plain radio- 
gram. (This picture has been reversed in the 
printing of the film.) 


lobectomies for bronchiectasis was one hundred and seven, with fifteen 
deaths. There have been three total pneumonectomies, and all the 
patients recovered ; the patients were boys aged, respectively, five, seven 
and ten years. (The records of these three patients are in The Proceed- 
ings of the Royal Society of Medicine, January, 1936.) 


Case II. William M., aged eighteen years, had had a productive cough 
ever since he could remember. As a child he had measles, whooping cough and 
chicken pox. In the previous five years cough and sputum had increased, he had 
had frequent “colds”, and he always felt tired and out of sorts. The daily 
amount of sputum was about 120 cubic centimetres (four ounces), and it was 
sometimes offensive. He had obvious clubbing of the fingers. Investigations 
showed that he had left basal bronchiectasis, and I removed the lower lobe of 
the left lung under gas and oxygen anesthesia ten days after the induction of 
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an almost complete pneumothorax. He bore the operation well, and the upper 
lobe reexpanded to fill the hemithorax within twenty hours; no air or fluid 
had to be aspirated from the pleural cavity at any time. 


Now, six months after the operation, he is much improved, but he still has 
some sputum which, on bronchoscopic examination, can be seen to come from 
the depths of the left bronchus. Bronchograms show some dilatations near the 
hilum. Several bronchoscopic aspirations have diminished the amount of sputum, 
and his general condition remains satisfactory. 


Figure VII. Case III (Gladys P.). Bronchogram 
showing saccular bronchiectasis. 


CASE III. Gladys P., aged twenty years, was a patient of Mr. Tudor Edwards 
at the Brompton Hospital, and I am indebted to him for permission to cite her 
record. The point of particular interest was the finding of a tuberculous cavity 
in the midst of the grossly bronchiectatic left lower lobe, which was difficult to 
remove on account of the dense adhesions binding it to the diaphragm and 
mediastinum. This patient was a bad surgical risk, as she had severe con- 
stitutional evidence of toxemia, and she was one of the 15% of the Brompton 
Hospital series who died after operation. No tubercle bacilli were ever found 
in the sputum. 


Cautery Excision of the Lung. Evarts Graham recommends cautery 
excision of the lung (under the name of cautery pneumonectomy) for 
patients with unilateral bronchiectasis whose condition has not improved 
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with other forms of treatment, and who are unfit or unsuitable for 
thoracoplasty or the classical lobectomy or pneumonectomy. It is 
especially useful for bronchiectasis with secondary multiple abscesses, 
or for chronic lung abscess with secondary bronchiectasis; for these 
types of bronchiectasis thoracoplasty gives less satisfactory results and 
has a higher mortality, and lobectomy or pneumonectomy is usually 
impossible because the adhesions are too dense and/or the patient is 
too ill to stand the manipulations that their separation would require. 


Figure VIII. Case (Gladys P.). 

The left lower lobe showing advanced 

bronchiectasis and a_ tuberculous 
cavity. 


An associated empyema or broncho-pleural or broncho-cutaneous 
fistula does not increase the operative risk of cautery pneumonectomy. 
The advantages of this operation are that it can be performed in stages 
which can be spaced to suit each individual patient, that its mortality 
is not prohibitive, and that it combines some of the objectives of the 
other operations, namely, extirpation, compression and drainage. 


The first essential for the operation of cautery pneumonectomy is 
that the lung should be adherent to the parietes. If this adhesion is not 
already present, the first stage of the operation consists of resecting two 
or more ribs and the intercostal structures over the diseased area, placing 
an iodine gauze pack against the extrapleural tissues and suturing the 
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muscles and skin over the pack. Adhesions generally form within ten 
or fourteen days, and then the patient is ready for the second stage, 
namely, reopening of the wound, removal of the pack, and cauterization 
of the adherent lung, so that a number of bronchial fistule are deliber- 
ately made over a wide area; there is no need to go deeply once the 
dilated bronchi and the associated abscesses are truly laid open. The 
cauterization is repeated in three weeks; it should not be done any 
earlier, as it takes this time for the sloughs to separate fully. The raw 
surface of the lung is compressed by filling the whole cavity with 
packing: this is enough to check the primary hemorrhage, and the risk 
of secondary hemorrhage is less than one would think. One should not 
be perturbed by the temporary apnoea that often follows the application 
of the cautery, but cerebral embolism is a very frightening disaster; I 
have seen it happen once during the opening of a lung abscess. [Tre- 
liminary ligation of the pulmonary veins has been recommended to 
prevent it, but a simpler prophylactic measure is to keep the patient’s 
head at a lower level than his chest during the operation. Smoke and 
blood may issue from the nose and mouth, and the patient should be 
warned about this if he is having only a local anesthetic, as he is likely 
to be upset by such a strange happening. 


Some patients get sound healing with spontaneous closure of the 
bronchial fistulae; others need a thoracoplasty to close the fistulae, but 
this must not be done until one is sure that there has been adequate 
drainage, which usually requires several months; a few patients have 
so little inconvenience from persistent fistule that they refuse further 
operation. 


Graham has recorded seventy-six cautery pneumonectomies; of the 
patients, 15% died and 70% obtained a symptomatic cure. Tudor 
Edwards, with a much smaller series, has had disappointing results. 


Compression and Relaxation of the Lung. 
The grave disadvantage of all the procedures which depend on 
compression and relaxation is that the patient is still left with the 
diseased lung. 


Thoracoplasty. Thoracoplasty should be reserved for patients with 
one healthy lung and uncomplicated bronchiectasis of the whole or of 
most of the other lung. 


Thoracoplasty should not be done when the bronchiectasis is confined 
to one lobe only; if lobectomy is not possible or advisable, cautery 
excision is the best operation. Nor, as noted above, should thoracoplasty 
be done for unilateral bronchiectasis that is complicated by parenchymal 
abscesses and grave constitutional upset; here again cautery excision 
is the best. If the bronchiectasis is moderately advanced and the 
patient’s general condition is satisfactory, total pneumonectomy is 
preferable. 
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Ficure IX. Case IV (Avice P.). Plain radiogram. 
Note the deviation of the mediastinum to the right. 
The left lung appears normal. 


Fieure X. Case IV (Avice P.). Bronchogram 
showing unilateral bronchiectasis. 
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Thoracoplasty for unilateral bronchiectasis must be extensive (ribs 
one to ten), and it should be done in three or more stages and supple- 
mented by phrenic paralysis. 

One can rarely claim a cure with thoracoplasty, for the patient has 
usually some residual sputum, and bronchograms show that the bronchial 
dilatations have not been completely obliterated. 

Case IV. Avice P., aged twenty-five years, had had an acute pulmonary 


infection seventeen years previously, and had never been really well since. Eight 
years later an abscess pointed close to the right side of the sternum and this 


Figure XI. Case IV (Avice P.). The whole right 
lung split longitudinally. There is less bronchial 
dilatation than the bronchogram suggested; there 
are no parenchymal abscesses; in fact, most of the 
lung is replaced by fibrous tissue. (From Sydney 
Hospital Pathological Department.) 


healed after being opened and drained. She presented herself with a chronic 
cough and foul sputum, a muddy complexion and extreme clubbing of the fingers. 
Examination revealed fibrosis of the whole of the right lung, with deviation 
of the mediastinum to the right and bronchiectatic dilatations in all zones. No 
tubercle bacilli were ever found in the sputum. 

In view of the excessive fibrosis I advised thoracoplasty (to be done in 
three stages), although she was obviously a bad operative risk. After a course 
of postural drainage and general treatment I did an upper four-rib thoracoplasty 
under gas and oxygen anesthesia. She recovered well from this operation, and 
three weeks later I did the second stage (ribs 5, 6 and 7). This stage was much 
easier and shorter than the first, and the prognosis seemed reasonably good, but 
she did not stand it well, and she died suddenly the same day. At autopsy the 
lung was found to be densely adherent, and it was removed only with great 
difficulty. There was no normal lung tissue, but there were gross inflammatory 
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changes and parts of the bronchial cartilages were osseous. The parietal pleura 
was not notably thickened. The left lung had several areas of infarction. The 
remaining organs were essentially normal. 


Cautery pneumonectomy might have been better than thoracoplasty 
for this patient, although the gross specimen showed little suppurative 
changes in the lung parenchyma, which had been largely replaced by 
fibrous tissue. 


y fi 
Figure XIa. Case IV (Avice P.). Note the replacement 
of lung parenchyma by inflammatory and fibrous tissue 


and partial ossification of the bronchial cartilage. (From 
Sydney Hospital Pathological Department.) 


Extrapleural Plombage. Extrapleural plombage is suitable only for 
disease confined to the upper lobe, so that there is very little scope 
for it, as bronchiectasis of the upper lobe alone is rare. It is essential 
that the two layers of pleura should be adherent. 

The operation consists of the separation of the upper lobe with the 
adherent pleural layers from the chest wall. Access is obtained by 
resection of an inch of the third rib between the vertebral border of 
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the scapula and the edge of the erector muscle, and the extrapleural 
space is packed with a special paraffin wax or with a piece of fat or 
lipoma. 

I have had no personal experience of this operation for 
bronchiectasis. 

Phrenic Nerve Paralysis. The chief uses of phrenic paralysis in 
bronchiectasis are: (i) to stop recurrent hemoptysis, (ii) to supplement 
thoracoplasty or artificial pneumothorax, (iii) to close a_ residual 
empyema and/or a persistent bronchial fistula after lobectomy or pneu- 
monectomy, (iv) to prevent bronchiectasis developing after drainage of 
a basal lung abscess or after post-inflammatory fibrosis. 

For established bronchiectasis the end results of phrenic paralysis 
are disappointing; any improvement is, as a rule, only temporary, and 
bronchograms show that the dilatations are still present. Furthermore, 
if you now decide to perform lobectomy, it is a disadvantage to have a 
paralysed diaphragm, as expansion of the remaining lung tissue is 
greatly aided by the normal diaphragmatic movements. Except for the 
four indications given above, paralysis of the phrenic nerve plays but 
a small réle in the treatment of bronchiectasis; there is a real danger, 
however, that the operation may be performed indiscriminately because 
of its simplicity. This is deplorable, negatively because it may lead to 
the postponement of more efficient measures, positively because it may 
have serious results; for example, if there has not been thorough pre- 
operative drainage by posture or bronchoscopic aspiration, the sudden 
rise of the diaphragm may cause flooding of the rest of the lung. This 
operation requires as much judgement and selection as the more 
dramatic major operations, but I fear that it may become a cult for 
surgical sluggards and a refuge for unimaginative physicians. 

Artificial Pneumothorar and Oleothorar. Artificial pneumothorax 
is a desirable preliminary to the operation of lobectomy or pneu- 
monectomy. It is also a form of treatment used alone, but it is rarely 
a great success. If, however, good collapse can be obtained while the 
bronchiectasis is still early, complete resolution may occur, the bronchial 
dilatations disappearing synchronously with the symptoms. But, as a 
rule, although there may be symptomatic improvement, the bronchial 
dilatations persist, and the patient is benefited only as long as the 
pneumothorax can be maintained; as the lung reexpands, symptoms 
return. Oil may prevent this reexpansion when air fails to do so, but 
oleothorax should only succeed a thorough trial of pneumothorax. The 
disadvantage of both pneumothorax and oleothorax is that unless one 
or other can be maintained indefinitely, the parietal and visceral pleure 
become thickened and adherent, and a later attempt to cure the patient 
by lobectomy or pneumonectomy may thus become more difficult and 
dangerous, or impossible; then we may have to resort to the less satis- 
factory operations of cautery excision or thoracoplasty or repeated 
bronchoscopic aspirations. 
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Figure XII. Case V (James W.). Bronchogram 

(postero-anterior) showing bilateral bronchiectasis. 

(This picture has been reversed in the printing 
of the film.) 


Figure XIII. Case V (James W.). Oblique view 
of same patient as in Figure XII. 
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Drainage. 


Bronchoscopic Aspiration. Bronchoscopy may show that a neoplasm 
or an unsuspected foreign body is the cause of the bronchiectasis. 
Removal of a foreign body or of an innocent neoplasm before the 
bronchiectasis is well established may be the only treatment necessary 
for cure. 

Bronchoscopic aspiration, with or without instillation of some 
antiseptic, undoubtedly improves the condition of most patients. If the 
bronchiectasis is not very severe, periodical bronchoscopic aspiration 
may keep the patient comfortable and prevent the disease from 
progressing. Even when the disease is more advanced, considerable 
clinical improvement usually occurs in that the general condition waxes 
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Figure XIV. Case VI (Alma B.). Postero- 
anterior bronchogram. Advanced bilateral 
bronchiectasis. 


well, cough and sputum diminish and feetor decreases. I have several 
patients with bilateral bronchiectasis who gladly submit to a periodical 
bronchoscopy with little discomfort and appreciable benefit. It is 
supplemented by postural treatment at home. I have combined the 
aspiration with lavage with different antiseptics, but I am not sure 
that this is of any value. As noted above, bronchoscopic aspiration is a 
useful preliminary to any of the cutting operations. 
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There is no mystery or intrinsic difficulty about making a broncho- 
scopic examination under local anesthesia, and I go out of my way to 
urge that the physician or surgeon in charge of the patient should do it 
himself and not be dependent upon a colleague whose interests are 
largely centred upon the upper respiratory tract and the auditory 
apparatus. Only thus can he maintain that close personal contact that 
is so necessary for a patient with a chronic malady like bronchiectasis, 
and only thus can he study the “living pathology” of the disease and see 
for himself the effects of the treatment. 

Case V. James W., aged fifty-three years, had been subject to frequent 


coughs and colds for over twenty years; at times he was febrile and confined 
to bed, but he usually recovered fairly quickly. He had had several attacks of 


Figure XV. Case VI (Alma B.). Lateral view 
of same patient as in Figure XIV. 


dry pleurisy and one attack of hemoptysis. Between attacks he was tolerably 
well and physical signs were scanty, but he had a chronic cough and some 
sputum, which was som2times offensive; the daily amount of sputum varied from 
a trace to 60 cubic centimetres (two ounces). Bronchograms show an obvious 
bilateral bronchiectasis. 

This man has improved with periodical bronchoscopic aspirations supple- 
mented by postural treatment at home. He now has fewer febrile attacks 
than before, the sputum is less purulent and less offensive, and his appetite and 
weight have both increased. 


Case VI. Alma B., aged thirty-five years, had had nasal and sinus trouble 
for fifteen years. Seven years previously she had had pneumonia, and since 
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then she had had a chronic cough and sputum, varying at first from 30 to 240 
cubic centimetres (one to eight ounces) a day, but lately increasing to 540 cubic 
centimetres (eighteen ounces) or more. Recently she had had “asthmatic” 
attacks. The sputum was now offensive, the fingers were clubbed, and there were 
grave constitutional effects, including weakness, tachycardia, dyspnea and bouts 
of fever. Signs of cavitation were present at both bases, and bronchograms showed 
bilateral basal saccular bronchiectasis. We tried the effect of deep radiation, but 
she was unable to stand more than four treatments. Since then she has had a 
series of bronchoscopic aspirations from which she has had some benefit, but 
her general condition remains poor and the ultimate outlook is hopeless. 


Why did the disease advance so devastatingly in this patient while 
in others it remains almost stationary ?! 


Figure XVI. Case VII (William G.). Advanced 
bronchiectasis of left lung. The heart shadow 
obscures many of the dilatations that appear in 
the lateral view (Figure XVII). The complicating 
empyema has already been drained. (This picture 
has been reversed in the printing of the film.) 


Pneumotomy (External Drainage). Open drainage for bronchiectasis 
does good only if there is also a large abscess or area of gangrene, or 
if there is a localized group of bronchiectatic dilatations which can be 
easily thrown into one cavity. But the usual types of bronchiectasis 
cannot be adequately drained by simple pneumotomy, and the other 
procedures discussed above have generally supplanted it. I combined 
pneumotomy and thoracoplasty with advantage in Case VII. 


1This patient has since died. There was not the gross cavitation of the lungs 
that the physical signs and bronchograms made one anticipate, but both lungs were like 
saturated spongy rubber, and pus exuded fror* many points on pressure. There was 
surprisingly little toxic spoiling of the viscera. 
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Case VII. William G., aged twenty-two years (a patient of Dr. A. Holmes 
a Court), had had frequent respiratory infections, the last of which was com- 
plicated by an empyema on the left side, which pointed on the antero-lateral 
part of the chest wall and burst through spontaneously. When I first saw him 
he had two discharging sinuses, dulness and weak breath sounds at the left base, 
clubbing of the fingers and toes, about 150 cubic centimetres (five ounces) of 
purulent sputum daily and moderate constitutional upset (dyspnea, tachycardia, 
mental depression and anemia). 

I injected lipiodol through a catheter passed along one of the sinuses, and 
it outlined an empyema cavity beneath the posterior ends of the seventh, eighth, 
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Figure XVII. Case VII (William G.). Lateral 
bronchogram of same patient as in Figure XVI. 


ninth and tenth ribs. No lipiodol entered the bronchial tree, so that his sputum 
was presumably coming from the lung and not from the empyema cavity. 

His condition improved greatly after adequate drainage of the empyema, 
and I then injected the bronchial tree with lipiodol through an intratracheal 
catheter; the bronchograms showed extensive bronchiectasis of the left side. 
Further improvement followed bronchoscopic and postural drainage, and several 
months later I did a partial thoracoplasty over the empyema cavity, and at the 
same time opened into the cavities in the base of the lung. The wound was 
packed with gauze and kept open until it began to show signs of healing. The 
patient’s general health has continued to improve, and the wound is now quite 
healed. The amount of sputum is less, and I hope that it will diminish still further 
with bronchoscopic and postural drainage. 
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BRONCHIECTASIS. 


By W. S. NEwrTon, 
Melbourne. 


TuHeErE is no doubt that recent surgical advances in the treatment of 
bronchiectasis, so ably summarized by Mr. Susman, have aroused general 
interest in its problems. Unhappily, at present, surgical measures directed 
towards extirpation of the diseased portion of the lung have a high 
mortality rate, even in the most expert hands, and are not invariably 
followed by complete cure. There is also no doubt that surgical treat- 
ment is restricted in its scope owing to the relatively low percentage 
of cases in which the disease is limited to one lobe or even to one 
lung. I find, on consulting the records, that of the last 100 patients 
with bronchiectasis admitted to the Alfred Hospital, Melbourne, only 
27 had a unilateral infection, and, of these, only 14 infections were 
unilobar, and, therefore, suitable for extirpation. It is interesting to 
note that six of these fourteen patients are able to follow their usual 
occupations under medical and bronchoscopic treatment; of the 
remainder, three are improved, but are unable to work, four are 
unimproved, and one is untraced. Only one patient, who has been 
reported by Brown and Renou,'’) was treated by lobectomy, and, in 
this instance, there were slight dilatations of the bronchi of the other 
lung at the time of operation. The patient made a good recovery after 
resection of the lobe, but, unfortunately, there has since been a con- 
siderable advance in the bronchial dilatation of the other lung. This 
illustrates the importance of restricting surgical treatment to cases in 
which there is not even a suspicion of involvement of the opposite lung. 
Three patients were treated by phrenic evulsion; this was followed by 
temporary improvement in one instance and definite retrogression in the 
other two. This method of treatment is not only of little avail, but is 
often actively harmful by abolishing diaphragmatic movement and so 
impeding drainage of the affected area by coughing. Three patients 
were treated by pneumotomy and one by thoracoplasty without improve- 
ment. In my opinion, the results of thoracoplasty are not good enough 
to justify the risk involved in the operation; and here it is of interest 
to note that Hedblom®’ has reported a series of 32 patients treated by 
this method, with 11 deaths, three cured and 18 improved to a greater 
or lesser extent. 


Compression therapy is rarely of value. My personal experience 
of artificial pneumothorax is limited to 18 cases, and, of the 18 patients, 
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two were apparently cured. These were treated before the introduction 
of lipiodol as a diagnostic measure, and I now believe that the diagnosis 
was inaccurate and that no true bronchial dilatation was present. This 
treatment gives little prospect of cure except in very early cases, which, 
however, can be more efficiently treated by bronchoscopic drainage. 

There is no doubt that, in the future, resection of the affected 
portion of the lung will be generally practised in suitable cases, but 
there is also no doubt that this operation should be performed only by 
those’ who have devoted special attention to this branch of surgery. 
Graham's’ figures are instructive in this respect, in that he has per- 
formed 54 operations of this type with six operative deaths. The 
Brompton Hospital surgeons have operated upon 107 patients, with 
15 operative deaths. It therefore seems that improvement in the results 
of the treatment of bronchiectasis can best be achieved by earlier 
diagnosis of the condition and skilled surgical treatment. 

As I have already stated, there is, at present, a very large percentage 
of cases in which, owing to the extent or distribution of the disease, 
it is impossible to obtain a cure by this or any other means; but I wish 
to direct your attention to the fact that it is possible, by means of 
suitable team work of physician, bronchoscopist and radiologist, to 
improve the condition of most of these patients and to enable many 
to be useful members of the community. Team work of this description 
was inaugurated at the Alfred Hospital in 1920, when I collected a 
number of cases in an out-patient clinic. At this time postural drainage 
and, in selected cases, artificial pneumothorax were the chief methods 
of treatment. The injection of lipiodol, introduced by Sicard and 
Forestier'*’ in 1921, was first employed at the hospital by Dr. J. F. 
Mackeddie in 1923. Mr. Athol Blaubaum joined the team in 1930. He 
immediately became interested in the work and is an acknowledged 
master of his favourite instrument, the bronchoscope. I believe that he 
has the largest bronchoscopic clinic in this country. In the last few 
years some of the surgeons have interested themselves in thoracic 
surgery, but, owing either to the timidity of the physicians or to the 
success of Mr. Blaubaum, they have not as yet been given much oppor- 
tunity to practise this branch of surgery. The remainder of this paper 
will be devoted to a summary of the opinions formed as a result of my 
experience as a member of this team. 


Prophylactic treatment is of great importance. Suitable measures 
must be undertaken to cure infected nasal sinuses. When a foreign 
body is present in a bronchus, even prompt removal followed by 
aspiration of the pus will not always prevent the development of a 
bronchiectasis. Though collapse of the affected lobe will quickly dis- 
appear after removal of the foreign body, it often recurs owing to 
subsequent swelling of the infected mucosa leading to bronchial stenosis. 
If this stenosis is not promptly relieved by bronchoscopic dilatation 
and drainage, bronchiectasis or the formation of multiple abscesses will 
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supervene. I have eight cases in which bronchiectasis resulted from 
neglect of this precaution. 

The diagnosis of bronchiectasis can be definitely established only 
by lipiodol injection. I have now almost discarded the use of the passive 
methods of introduction in favour of the bronchoscopic method, for the 
reason that bronchial stenosis in some form or other is generally present. 
This injection should be given in all cases of chronic pulmonary sepsis, 
other than those which are due to tuberculosis, in all cases of suspected 
bronchial stenosis, in all cases of repeated hemoptysis in which no clinical 
or radiological signs of tuberculosis are present, and in all cases in 
which a persistent cough fol!ows influenza or nasal sinusitis. Archibald 
and Brown”? have clearly indicated the dangers of lipiodol injection in 
pulmonary tuberculosis. 

Whatever the type of case or the line of treatment determined upon, 
postural drainage plays an important part. In many cases it is the 
main treatment after an obstruction has been removed by bronchoscopy. 
In others it is used in association with repeated bronchoscopic aspiration, 
and it is also of great value as a preliminary to operation. Unfortunately. 
the mechanics of this proceeding do not seem to have been grasped by 
most practitioners, 

For success it is essential to place the patient in such a position 
that he lies in the long axis of the cavity. If the cavities are multiple. 
then two or three positions may be necessary. To ascertain the optimum 
position the skiagram taken after lipiodol injection and the data obtained 
by bronchoscopic examination must be carefully considered in relation to 
the clinical findings, and even then a certain amount of trial and error 
will probably be necessary. 

Postural drainage may be carried out continuously or intermittently. 
The continuous method is used for patients who are very ill, and the 
position is obtained by tilting the bed. For intermittent postural drainage 
some sort of table is advisable. Many tables are advocated, but I use 
one made from flooring-boards, which, though inelegant, is cheap and 
effective. The effectiveness of this procedure is considerably increased 
when it is used in conjunction with bronchoscopic aspiration. Much 
discussion has arisen about the use of expectorants in association with 
postural drainage. I use them and am certain they are of value. 

I find little of value in other medical procedures. Injection of 
arsenical preparations, in this country at least, seems of use only when 
the foetor is due to one of the spirochetal organisms. Vaccines seem 
of little avail, even when made from the pus gathered in the cavity itself. 


The value of bronchoscopy in diagnosis is now generally admitted, 
but many seem unwilling to agree that it is more useful than any other 
form of conservative treatment. This is especially evident in the writings 
of the English school, and is remarked on by Davidson,'*’ who states 
that “the use of the bronchoscope, not only in diagnosis, but also in 
treatment of suppurative lung lesions, is still unfortunately neglected 
in this country at least”. 
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In expert hands it is really a simple procedure which, with rare 
exceptions, may be performed under local anesthesia in patients over 
ten or twelve years of age. It must be understood that bronchoscopic 
drainage is used nearly always in association with postural drainage. 
Its objective is not to abolish the cavities, but to keep them dry and 
thereby to maintain the patient in a symptomless condition. It is 
certainly the only effective method we have of dealing with the bilateral 
type of infection. It is also of considerable value in many unilateral 
cases, especially those of bronchiectasis following a foreign body in the 
lung, and of abscess caused by nose and throat operations. In these 
cases it should be instituted at the earliest possible moment, for it not 
only helps to prevent local spread, but also prevents “spilling over” 
and consequent infection of the other side. In some cases one or two 
treatments are sufficient to promote good drainage, and the patient 
is then able to carry on with posture alone. In others this is possible 
only after a series of treatments, and, in a few, repeated bronchoscopy 
is necessary. The symptoms indicating that further bronchoscopic aspira- 
tion is required are: (i) increase of cough and expectoration, (ii) a sudden 
decrease of expectoration, or (iii) the return of toxic and general 
symptoms. 

The bronchoscope, except perhaps in the early and mild case, cannot 
produce a cure, but, with the aid of postural treatment, bronchoscopic 
aspiration will frequently maintain the patient in a symptomless con- 
dition and permit him to take his proper place in society. Whilst I 
can maintain a patient in reasonable health by this means, I hesitate 
to submit him to an operation in which the mortality is at present, 
even in the most skilful hands, at least 14%. 


CONCLUSIONS. 


1. Prophylactic treatment is of the greatest importance, especially 
in the lung abscess and foreign body type. 

2. Surgery is the only treatment that holds out hope of cure. 

3. The only useful operation consists in extirpation of the diseased 
area. 

4. The percentage of cases suitable for such operation is com- 
paratively small, but this can be increased by early investigation of the 
suspected case and by care in the prevention of “spill over”. 

5. Bronchoscopy and postural drainage, though not producing a 
cure, will alleviate and maintain many patients in a symptomless con- 
dition. They are the best of the conservative methods of treatment, 
and in the bilateral case are the only effective form of treatment. 
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BRONCHIECTASIS. 


By ATHOL BLAUBAUM, 
Melbourne. 


In the evaluation of the treatment of bronchiectasis the cooperation 
of the physician, the radiologist, the bronchoscopist and the surgeon is 
required. It must be understood that the term bronchiectasis means a 
dilated or enlarged bronchus. This may be congenital, developmental 
or acquired. Add to this enlarged bronchus infection and you have the 
established disease with which we are familiar. 

The stage in which we generally see patients with bronchiectasis 
is late, as a rule with copious purulent or muco-purulent secretion, 
the bronchial tubes enlarging through the tubular form to the final 
stage of cavitation, the so-called saccular bronchiectasis. 

It is important to recognize whether the disease is limited to one 
lobe or whether the condition is multilobar and present in both lungs. 
for the prognosis and treatment will be determined by the extent of 
the lesions. It is common, though not invariable, to see in patients 
with bronchiectasis an upper respiratory infection. 

It cannot at present be stated whether the sinusitis is a cause of 
bronchiectasis. It is usually considered that the sinusitis and the 
bronchiectasis are part of the same infection and occur together, though 
some authors are of the opinion that the sinusitis is secondary to the 
bronchiectasis and due to the coughing and the spraying of the naso- 
pharynx which are occurring all the time. 

It is as the bronchoscopic member of the team investigating 
bronchiectatic disease that I take part in this discussion. We receive 
these patients from the physician, and it is our duty to report on the 
bronchoscopic findings and prepare the patients for lipiodol injection 
and X ray survey in the X ray department. 

We have long found out that injection of lipiodol into the bronchial 
tree full of purulent secretion will not give a true picture of the con- 
dition. The lipiodol will simply float on the thickened secretion and will 
not fill the cavities. We always first aspirate the cavities thoroughly 
with the bronchoscope and suction tube under local anesthesia. 

The advantages of the first bronchoscopic examination are that it 
is possible to determine the presence of a foreign body, a neoplasm, a 
stenosis, a distortion of the bronchus due to extrinsic pressure, a thicken- 
ing of the carina due to peribronchial fibrosis; it is possible to see the 
pus oozing out of the subsidiary bronchi, to note edema of the mucosa, 
granulations et cetera, to take measures that will make the cedema 
disappear, to iron out the granulations, and so to be sure that the 
lipiodol will enter the affected area. A catheter, the ordinary endo- 
tracheal catheter, is then inserted, and the patient is sent down to the 
X ray department, where he is first examined by the screen while the 
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lipiodol is injected through the catheter. During this process the patient 
is postured in various positions, so that the whole bronchial tree can 
be outlined; twenty cubic centimetres of lipiodol are used and both 
lungs can be outlined with this. An antero-posterior and a lateral skiagram 
are then taken. The anesthetization of the bronchial tree with 3% 
“Pantocain” is usual, as it prevents coughing and so the spilling over 
of the lipiedol into the alveoli, which would cloud the picture. We are 
continually on the look out for patients suitable for lobectomy. The 
indications are an advancing bronchiectasis limited to a lower lobe in 
the left lung or a lower or lower and middle lobe in the right lung. 
Although we see a large number of these bronchiectatic patients, we 
find that at the Alfred Hospital, Melbourne, it is rare to find a patient 
with the limited lesion which would enable us to consult the surgeon 
with a view to lobectomy. We have seen only three patients with 
bronchiectasis in the last two years who would be suitable for lobectomy. 

In the preparation of a patient for lobectomy all upper respiratory 
infection, such as sinusitis, infected tonsils and teeth, must, if possible, 
be eradicated, and the condition of the affected lobe be made as good 
as possible by regular aspirations; the patient must be rested, and 
his general health be built up to enable him to go successfully through 
such a formidable procedure as lobectomy. 

In patients for whom lobectomy is unsuitable, and they are in the 
vast majority, the question to be asked is: “What can bronchoscopic 
treatment do for them?” We can state that once the disease is estab- 
lished, no bronchoscopic treatment can bring about a cure. Sometimes 
we get what may be called symptomatic cure in an early case, but after 
an interval the patient will relapse. 

What bronchoscopic treatment will do for a patient can be stated 
thus: It will remove the foreign body or endobronchial tumour causing 
bronchiectasis. This will relieve the patient especially of his feetor and 
amount of sputum, but will not bring his bronchial tree back to normal. 
Jackson is of the opinion that the fundamental factor in all suppurating 
lung conditions is bronchial obstruction (whatever it be due to) which 
interferes with the normal drainage mechanism of the lungs. This is 
so; but once the bronchiectasis is established, the only real cure can be 
the removal of the diseased area by the surgeon. It follows that such 
procedure as pneumothorax and avulsion of the phrenic nerve are not 
to be recommended. 

Bronchoscopic aspiration, any sinusitis having been cured, can help 
the physician to improve his patient further by posture et cetera; it 
will lessen the patient’s toxemia and sputum, improve his sleep, ease 
his cough and get rid of the feetor, and so enable him to mix once 
more with his fellows instead of being a pariah. 

The preventive measures consist in the thorough treatment in child- 
hood of all chest complaints, an acute condition never being allowed to 
become chronic, by the early recognition of all cases of sinusitis in 
children and its efficient treatment. Of course, the recognition and 
early removal of foreign bodies from the bronchial tree are most 
essential. 
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EXTENSIVE PARTIAL GASTRECTOMY AS THE 
SURGICAL TREATMENT OF CHRONIC 
GASTRIC ULCER. 


By S. G. L. CaTcHLove, 
Melbourne. 


Tue purely medical treatment of gastric ulcer has for long raised many 
vexed questions, while the most appropriate surgical procedure has also 
remained somewhat controversial. 

A small series of cases of the chronic gastric ulcer type in which 
extensive partial gastrectomy was performed is here presented with 
after-results, and a plea is made that such cases should be submitted 
earlier to the surgeon with a view to removing the ulcer en masse, 
together with the greater part of the acid-bearing area of the stomach. 
It is suggested that this would prevent gross pathological changes 
taking place, with the undoubted risk of hemorrhage, perforation, 
penetration of other organs, and possibly malignant change. 


This view has been arrived at because prolonged medical treatment 
has in many cases failed to heal the ulcer, and in some cases has even 
failed to relieve symptoms. Further, the commonly accepted surgical 
procedures, such as gastro-enterostomy, gastro-enterostomy with excision 
of the ulcer, or gastro-enterostomy with resection, have not, in my 
opinion, given the good results expected of them. In many cases they 
have not even relieved symptoms, and have in some instances even left 
the patient worse off, not only with the original chronic gastric ulcer, 
but with an acute jejunal ulcer. Being impressed with the work of Mr. 
W. H. Ogilvie, of London, who advocates extensive partial gastrectomy 
as the most satisfactory procedure in the treatment of chronic gastric 
ulcer, I have endeavoured to follow closely his methods, and here 
present a small series of such cases, with their results. 

I do not maintain that partial gastrectomy should entirely displace 
other surgical methods, such as gastro-enterostomy. This procedure 
should be recommended, however, only after full and careful investigation 
of each patient; and it finds its greatest application when mechanical 
obstruction is present. It is important, too, that the medical and 
surgical treatments of this disease should not be divorced from one 
another or opposed in any way, but should be used in conjunction in 
all cases. 

It is now universally agreed that the care of the acute gastric ulcer 
is the responsibility of the physician, except in the presence of profuse 
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hematemesis, or when perforation occurs. Sometimes, however, the acute 
ulcer passes into the stage of chronicity, frequently by no fault of the 
treatment, but because of the economic state of the patient, which 
prevents him from undergoing prolonged efficient medical treatment. 

It is difficult to state how long these patients should be carried 
on in a state of semi-invalidism, unable to work, unable to enjoy food, 
and with a constant fear of pain, should they fail to keep to a strict 
diet. One must always remember that even if healing does occur, these 
patients are liable to suffer from pyloric obstruction or hour-glass 
stomach. I believe that they should become the responsibility of the 
surgeon much sooner than is usually recognized, and that a consideration 
of any series such as the present would convince both physicians and 
surgeons of the soundness of this belief. 

The surgical treatment of chronic gastric ulcer has been subjected 
to many changes. The operation of gastro-enterostomy when applied in 
suitable cases, such as pyloric stenosis, has given excellent results, but 
when applied, as it has been, to almost all types of gastric and duodenal 
ulceration, it often fails completely to cure, and may even leave the 
patient worse off than before. 

There still remains considerable difference of opinion as to the best 
surgical procedure to adopt, and in no other surgical disease is it more 
important to regard each case as a separate and distinct problem. Due 
consideration must be given to the various factors which have helped 
to create the pathological conditions present, particularly the age, 
history. duration and severity of the gastric symptoms, the economic 
status of the patient, and his physical fitness. Even then the surgeon 
must still have an open mind until after laparotomy, when a complete 
abdominal examination will reveal the site, extent and degree of adhesion 
of the ulcer. Small non-adherent ulcers situated along the distal half 
of the lesser curvature are comparatively easy problems compared to 
those adherent to and invading and penetrating the pancreas, or to those 
high up along the lesser curvature in close proximity to the @sophageal 
opening. 

INDICATIONS FOR OPERATIVE TREATMENT. 

The following summarizes my conception of the indications for 
operation : 

1. When prolonged medical treatment in hospital, which, of course, 
is often quite impossible, or strict medical treatment under the guidance 
of a physician has failed to cure permanently or relieve, or when the 
patient's financial state precludes him from undergoing such treatment, 
surgical operation, which offers here a far more rapid return to an 
economic life, should be advised. 

2. When perforation occurs, or when the patient suffers from 
repeated attacks of hematemesis. 

3. When the radiological findings show pyloric obstruction or hour- 
glass stomach, or when the deformity of the gastric outline is such as 
to indicate penetration of neighbouring organs or gross fibrosis and 
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cicatrization. In these cases permanent healing is difficult, prolonged 
or impossible, because the more chronic the ulcer, the greater the 
induration and the poorer the blood supply. This is particularly 
true of all chronic ulcers involving the pancreas. 

4. It must be borne in mind that a chronic ulcer may undergo 
carcinomatous change, and that, although the proportion that do so is 
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Figure I. Stages in method of closing duodenum. 1. A 
continuous stitch. 2. Two end sutures are inserted in a 
crucial fashion—the central stitch is transverse. (Sir 
Hugh Devine kindly demonstrated this method to me.) 
3. After the above three sutures are tied. 4. Pieces of 
adherent omentum are tied over the butt end. 


uncertain, it is safer to regard every gastric ulcer as_ potentially 
malignant until proved otherwise. This is a further argument for widely 
removing a chronic gastric ulcer. 


SYMPTOMATOLOGY. 

A history of typical chronic dyspepsia was obtained in most of the 
cases. The outstanding feature was the long duration of symptoms, 
often extending over many years with occasional intermissions, when 
the pain would be of slightly less severity, although at no time would 
there be entire freedom from pain. The severity of the pain showed a 
definite seasonal variation, being as a rule most marked between the 
months of July and November (that is, winter and spring). The site 
of the pain was usually in the left epigastric region, but in some cases 
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constant pain in the back suggested an ulcer penetrating the pancreas. 
This was confirmed at operation in all the patients complaining of such 
pain. In most of the cases this continuous pain was the only symptom, 
being unrelieved by medicine, while the taking of food was followed 
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Figure Il. 1. Shaded area representing approximately the 
area of stomach removed. 2. Gastro-jejunal anastomosis 
—remaining stomach elongated, showing the proximal 
jejunum being anchored high up along the lesser curva- 
ture towards the csophageal opening. 3, 4, 5. Sketches 
of X ray photographs of barium meal following partial 
gastrectomy, showing the elongation of the remaining 
stomach with which the descending part of the jejunum 
becomes an elongated tube. 


very shortly by an increase of pain. This was so common that the 
patient was often frightened to eat because he knew that eating would 
mean an increase of his pain. As a result, most of the patients showed 
much loss of weight. 

Nausea and anorexia were not prominent symptoms, while vomiting 
occurred very rarely. Medical treatment for a time did relieve symptoms, 
but all patients eventually relapsed, and the findings at operation showed 
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that the ulcer still persisted. In view of the long history of gastric 
upset, the failure of medical treatment, the positive radiological findings 
in all cases, and the inability to carry on employment, it was considered 
that nothing less than a partial gastrectomy was indicated in all of 
these cases. 


Fieure III. Case I. Skiagram taken before 
partial gastrectomy. There is nearly 100% gastric 
residue, denoting gross pyloric obstruction. 


PRE-OPERATIVE TREATMENT. 


As a general rule, patients were kept in bed for about ten to fourteen 
days prior to operation, being allowed up for a few hours during the 
day. Some, however, were too ill to allow of this procedure, and these 
were operated upon sooner. They were all fed upon a fluid diet, sterilized 
as far as possible. Gastric lavage was used in the obstructive cases, and 
each patient had the stomach washed out one hour before operation, 
while morphine sulphate 0-015 gramme (one-quarter of a_ grain). 
and atropine sulphate 0-43 milligramme (one one-hundred-and-fiftieth of 
a grain) were given half an hour before operation. 


THE OPERATION. 


General anesthesia in the form of ether or gas and oxygen was used 
in all cases. A right paramedian upper abdominal incision was used as 
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a routine, but in those cases in which the ulcer was known to be in the 
proximal half of the stomach, a left paramedian incision was used. 
A thorough manual and yisual examination of the abdomen was made 
as a routine in all cases in order to confirm the diagnosis, to determine 
accurately the gastric pathological change present, and to exclude the 
presence of malignant or other diseases. Devine’s rectangular retractor 
was found of great service, as it gave a thorough and wide exposure 
without the surgeon’s being hampered by assistants. 

The usual surgical toilet was strictly adhered to, and by the free 
use of abdominal packs the field of operation was securely walled off 
from the rest of the abdomen. 


Ficure IV. Case I. Pathological specimen 
removed at operation, showing a grossly 
indurated ulcer in close proximity to the pylorus, 
penetrating the lesser curvature, causing much 
puckering of the gastro-hepatic omentum. 


The gastrectomy in all cases was begun at the pylorus, and in all 
but one (Case VI) the section was made distal to the pylorus in the first 
part of the duodenum. The duodenum was closed by a continuous 
suture and oversewn by two terminal crucial sutures and one medial 
transverse stitch, the line of sutures being covered by adjacent omentum 
(Figure I). 

The gastro-hepatic omentum was in all cases thickened, and adherent 
in two cases to the under surface of the liver. In Cases III and IV, 
in which the ulcer had penetrated into the body of the pancreas, the 
area of surrounding inflammation, fibrosis and cicatrization was very 
extensive and involved the major part of the posterior wall of the 
stomach, and almost obliterated the lesser sac. This area was carefully 
separated, at first digitally, until the actual site of penetration into 
the pancreas was reached; the endotherm knife was then used with 
great advantage in the actual division of the organized tissue between 
the two viscera without any hemorrhage whatever. 

The proximal section of the stomach was made high up along the 
lesser curvature in a horizontal direction across the stomach to the 
fundus, thus removing approximately three-quarters of the stomach 
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and the whole of the acid-bearing area. In Cases III and IV approxi- 
mately seven-eighths of the stomach was removed. (See Figures IX 
and XIII.) 

No clamps were used upon the proximal end of the stomach, and 
the section was made by using the endotherm knife, thereby preserving 
as far as possible the vitality of the tissues. The gastro-jejunal 
anastomosis was of the anterior Pélya type, bringing an elbow of 
jejunum well along the remaining curvature so as to prevent any leakage 
from the so-called “dangerous angle” (see Figure IT). 


Figure V. Case I. Skiagram taken five months 

after partial gastrectomy, showing efficient gastro- 

jejunal anastomosis. Stomach emptied within six 
hours. 


No clamps were used for the anastomosis, tension being made by 
the use of “guy sutures”. All cutting was performed by using the endo- 
therm knife. I believe this lessens hemorrhage, and that it does not 
injure tissue if the correct ampérage is used. Care was specially taken 
to ensure complete hemostasis, and all soiling of the peritoneum was 
prevented by the constant use of the suction pump, this being held in 
constant readiness by the first assistant nurse. 

There was no undue shock, and no fluids were given during the 
operation. 

Post-OPERATIVE TREATMENT. 


On the patient’s return to the ward glucose in ordinary tap water 
was administered per rectum at intervals, while for two days morphine 
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was given somewhat freely. Fluids by the mouth were begun on the 
second and never later than the third day. There was practically no 
post-operative shock, and no case gave anxiety. 


CasE HISTORIES. 


Case I. Geo. W., aged fifty years, had for over seven years complained of 
dull aching pain in the central abdomen occurring at 10 a.m. and 3 p.m. The 


Ficure VI. Case II. Skiagram taken before partial 


gastrectomy, showing penetrating ulcer in pars 
media of the lesser curvature. 


pain would awaken him at night, and would continue until the next meal, being 
relieved by the taking of food. The pain did not radiate, and never doubled him 
up. The appetite had always remained good. Vomiting had occurred two years 
previously and recurred at intervals of several weeks, lasting four to five days; 
no blood was noticed at any time in the vomitus nor in the stools. 


He had been under medical treatment for a period of three years, and had 
attended the medical out-patient department for fifteen months. The last medical 
notes read: “There is clinical and radiological evidence of a gastric residue after 
six hours, and, although he is symptomatically improved, I think gastro- 
enterostomy is indicated whilst his general condition is good.” 
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The fractional test meal showed the following: 


Fasting contents. Free acid. Total acid. 


The radiological report was as follows: “There is nearly 100% gastric residue 
after six hours, denoting gross pyloric stenosis, presumably due to duodenal 
uleer.” (See Figure III.) 


Figure VII. Case II. Pathological specimen. Section made along greater 
curvature exposing the gastric mucous membrane, showing penetrating ulcer 
of the lesser curvature. 


Operation was performed on October 17, 1935. The usual right paramedian 
incision was made, the abdomen was examined, and the field of operation was 
walled off. The distal half of the stomach was grossly thickened and the gastro- 
hepatic omentum puckered. The pylorus itself was grossly indurated, and in the 
centre of the whole mass there was extensive cicatrization, indicating the site 
of the ulcer. Partial gastrectomy was performed, including the first part of the 
duodenum. The proximal section was made high up along the lesser curvature, 
fully three-quarters of the stomach being removed. The operation was completed 
by the Polya anterior loop method. 


Macroscopic examination of the specimen after the operation showed no 
pyloric stenosis; the index finger could be easily inserted through the pylorus. 
There was a grossly indurated ulcer in close proximity to the pylorus, penetrating 
the lesser curvature and causing much cicatrization of the gastro-hepatic omentum. 
(See Figure IV.) 


Microscopic examination showed chronic inflammation, with no evidence 
of malignant disease. 
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The patient made an uneventful recovery and gave no post-operative anxiety 
whatever. He was discharged from hospital on the twenty-fourth day after 
operation in a very good condition. 

Two months after operation he had no pain after eating, and was gaining 
weight. Five months after operation the radiological report was: “Stoma is 
active, slow trickle through. Stomach empty in six hours.” He was still gaining 
weight, had no gastric symptoms, and had gone back to work. (See Figure V.) 

Seven months after operation the patient had gained more weight, he had 
had no vomiting and no pain after eating, while his general condition was good. 


Figure VIII. Case Il, Skiagram taken ten months 
after partial gastrectomy, showing gastro-jejunal 
anastomosis working well. No gastric residue. 


In August, 1936, eleven months after operation, the patient’s weight was 
more stationary, and he had had no pain since operation. His appetite was good, 
there were no dyspeptic symptoms, and he could eat any sort of food without 
indigestion. He was carrying on his work as a wharf labourer. Examination 
of test meal showed achlorhydria up to one hour. 


Case II. W.T.Mce., a male, aged forty-eight years, had had indigestion for 
twelve to thirteen years, and had lost two stone in weight. The pain was prac- 
tically continuous, and was relieved after vomiting acid material and by eating 
food, although the pain tended to recur two hours after food. It was referred 
to the left side of the upper part of the abdomen. Six weeks before he had 
vomited blood, and had noticed “coffee grounds” in the vomit on various occasions 
for the past six years. It was considered in the out-patient department that 
efficient medical treatment had not been previously carried out under out-patient 
and home treatment, and he was therefore admitted as a medical in-patient. His 
condition improved for a time under this régime, but he complained of gnawing 
pain when the stomach was empty and of persistence of all the above symptoms. 
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He had some tenderness in the left hypochondrium. Examination of the feces 
revealed no occult blood. 

His medical card reads: “This patient has a chronic gastric ulcer of 12 years 
persistence, even under intensive medical treatment, and, as he is not improving, 
we think surgery is indicated.” 

The radiological report was that a gastric ulcer was present in the pars 
media along the lesser curvature. (See Figure VI.) 


Figure IX. Case III. Skiagram taken before 
operation, showing large penetrating ulcer on the 
lesser curvature. 


The fractional test meal showed the following: 


Fasting contents. Free acid. Total acid. 


Operation was performed on July 10, 1935. The usual right paramedian 
incision was made, and the abdomen was examined. The stomach was exposed 
and the gastro-hepatic omentum was found to be greatly thickened and puckered 
along the medial third of the lesser omentum. An extensive partial gastrectomy 
was performed, the dista! section being made in the first part of the duodenum 
and the proximal section high up along the lesser curvature in an almost horizontal 
plane across the fundus of the stomach to the greater curvature. The gastro- 
jejunal anastomosis was completed by the Polya anterior loop method. The jejunal 
loop was brought well up along the lesser curvature. 
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The patient made a good post-operative recovery, with no abdominal dis- 
tension and no rise of temperature. He was discharged from hospital on the 
twenty-second day after operation. 

The specimen showed a penetrating ulcer of a chronic nature on the lesser 
curvature, with marked thickening and induration of the gastro-hepatic omentum. 
(See Figure VII.) 

Microscopic examination revealed only chronic inflammatory change; there 
was no evidence of malignant disease. 

Two months after operation the patient had had no symptoms of indigestion, 
and was able to do his work. Eight months after operation he had been very 
well, had had no dyspeptic symptoms, although he had been eating almost any 
kind of food. 


Ficure X. Case III. Pathological specimen removed at operation. Stomach 
opened along the greater curvature, showing large perforating ulcer of 
lesser curvature. 


Ten months after operation, a radiological report was received stating that 
the stoma was working well. (See Figure VIII.) 

Eleven months after operation the patient had no symptoms, he had no pain 
after food, and was working eight hours a day. The fractional test meal showed 
achlorhydria throughout up to one hour. 

Twelve months after operation, in August, 1936, the patient had gained 
weight; he was now 78-3 kilograms (12 stone 6 pounds). He had no trouble 
with the stomach whatever, he had not had any pain since operation, his appetite 
was good, there was no fullness after meals, and he had been at full manual 
work for the past nine months. 

Case III. E.H.D., a male, aged fifty-one years, had had gastritis with 
indigestion for several years, and had been operated upon at a public hospital 
ten years previously for perforation of a gastric ulcer. For the past six months 
he had had practically continuous pain in the pit of the stomach, with a burning 
sensation in the throat, the pain being worse at night and often radiating to the 
back. It was not particularly related to the taking of food. He stated that he 
had been on strict diet and medicine for a period of eight months, September, 
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1934, to May, 1935. He had had some attacks of vomiting recently, and the recur- 
rence of severe constant epigastric pain had forced him to take to his bed for the 
previous two weeks. The pain was not relieved by food, and medicine gave 
only a few minutes’ ease from pain. He had lost weight, and he had noticed 
the stools to be black. On his admission to hospital in September, 1935, he was 
very emaciated, and his condition appeared grave. 

On admission it was found that his upper abdominal muscles were on guard, 
the abdomen not moving well on respiration. He was tender in the epigastrium, 
and so grave was his condition that the house surgeon considered that he might 
again be suffering from a perforation. 


Figure XI. Case III. Skiagram taken nine months 
after extensive partial gastrectomy shows gastro- 
jejunal anastomosis working efficiently. 


The fractional test meal showed 0-76% free acid and 0-9% total acid in one 
hour, and there was no occult blood in the feces. Radiological examination 
revealed a large ulcer on the lesser curvature. (See Figure IX.) 

At operation in October, 1935, a right paramedian incision was made, and 
on opening the abdomen very extensive adhesions were found involving the gastro- 
hepatic omentum over practically its whole extent. The induration was very 
pronounced, and chronic inflammation extended from the pylorus almost to the 
wsophageal opening. Cicatrization and puckering were present at the site of the 
ulcer along the lesser curvature. The gastro-colic omentum was severed along the 
greater curvature; the first part of the duodenum was mobilized and clamped 
with Payr’s clamp. Much difficulty was experienced in dividing the gastro- 
hepatic omentum owing to its induration. Owing to the ulcer having penetrated 
into the body of the pancreas and the consequent dense adhesions, great technical 
difficulty was further encountered. The endotherm knife was found to be of 
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great service in separating the stomach from the pancreas; when this was done 
a large perforating ulcer was exposed. (See Figure X.) The proximal section 
was made high up along the lesser curvature transversely towards the greater 
curvature. The gastro-jejunal anastomosis was made after the Polya anterior 
loop method with the “Finister spur”. 

Macroscopic examination of the specimen showed a large perforation along 
the lesser curvature, dense adhesions on the posterior wall, and a large chronic 
ulcer with much induration. Microscopic examination showed chronic inflam- 
matory change only. 


Figure XII. Case IV. Skiagram before operation, 
showing large, deeply penetrating ulcer in the 
upper half of the lesser curvature. 


The patient made an uneventful recovery; there was very little shock - 
following operation, nor was there much discomfort or abdominal distension. 
He was discharged on the twenty-fourth day after operation. 

Three months after operation the patient had no pain or vomiting. The 
wound was a little sore; he had been eating all kinds of food, meat et cetera, 
and there was some tendency for the food to repeat. He had gained weight. 

Five months after operation the patient was feeling well; he had no pain 
or vomiting, and had gained 12-6 kilograms (two stone) in weight in two months. 

Nine months after operation an X ray examination showed the stoma to be 
working efficiently, while the fractional test meal revealed achlorhydria. The patient 
was now very well, was gaining weight, and was carrying on his full work. 
(See Figure XI.) 

In August, 1936, ten months after operation, the patient had no pain or 
discomfort after meals and was eating practically anything. He had been working 
eight hours a day in an iron foundry for the past nine months. The fractional 
test meal still showed achlorhydria. 
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Case IV. J.L.W., a male, aged forty-two years, had complained for the 
previous two years of pain in the upper part of the abdomen about an hour after 
meals. For the past five months the pain had become constant, and had been 
felt in the back. His appetite had been good, his bowels regular; there had been 
no nausea and no vomiting until the last two weeks, since when he had vomited 
twice a day. He had lost 12-6 kilograms (two stone) in weight during the last 
five months. 


On examination he was thin and looked ill; the muscles in the epigastric 
region were on guard, but the abdominal muscles below the umbilicus moved 


Figure XIII. Case IV. Pathological specimen removed at operation, cut 
along the greater curvature, showing large perforating ulcer. 


well with respiration. Palpation revealed tenderness in the epigastrium on the 
left side. In view of the patient’s long history, his generally poor condition, the 
severe pain, together with the acute epigastric tenderness, and the radiological 
finding of a large deeply penetrating ulcer, it was considered advisable to submit 
him to operation at once. (See Figure XII.) 


Operation in November, 1935, on the third day after the patient’s admission 
to hospital, disclosed an indurated, chronically inflamed area along the greater 
part of the lesser curvature, while the gastro-hepatic omentum was thickened 
and puckered. The iesser peritoneal cavity was obliterated, and the posterior wall 
of the stomach was densely adherent to the body of the pancreas. The inflam- 
matory mass extend2d almost to the esophageal opening, but the pylorus appeared 
normal. 

An extensive partial gastrectomy (almost tots!) was performed. Some 
difficulty was experienced in freeing the posterior wail of the stomach from the 
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pancreas. The widespread inflammatory adhesions were carefully separated 
by the finger, and then the line of “cleavage” was separated by the endotherm 
knife without any bleeding. The stomach was easily lifted up and turned well 
to the left. The proximal gastric section was made approximately 3-75 centimetres 
(one and a half inches) distal to the esophageal opening transversely across to 
the fundus, almost the whole of the stomach being removed. 


The gastro-jejunal anastomosis was of the Pélya anterior loop type. The 
proximal loop was brought up in close proximity to the csophageal opening, 
thereby lessening the risk at the dangerous angle. The patient’s post-operative 


Figure XIV. Case IV. Skiagram taken seven 
months after extensive partial gastrectomy show- 
ing gastro-jejunal anastomosis working efficiently. 


recovery was uneventful. He suffered from no abdominal discomfort or distension, . 
and was discharged from hospital within one month of operation, with relief of 
all symptoms. 

The specimen showed a large chronic ulcer on the proximal third of the 
lesser curvature with much surrounding induration and inflammation (see Figure 
XIII). 

Microscopically the ulcer was of the very chronic inflammatory type, with 
no evidence of malignant disease. 

Two months after operation the patient had no symptoms whatever, and had 
put on 3-6 kilograms (eight pounds) in weight. Seven months after operation 
X ray examination showed the anastomosis to be working efficiently (see Figure 
XIV). There was no vomiting and no pain. Nine months after operation the 
patient had no symptoms. 

In August, 1936, ten months after operation, the patient said that he felt 
splendid, had no pain, no vomiting and no acidity, and could eat anything at 
all. He was gaining in weight; he now weighed over 69-3 kilograms (eleven 
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stone). He had been working for months, eight hours a day. The fractional 
test meal showed achlorhydria throughout up to one hour. 


Case V. C.C., a male, aged seventy-two years, complained of constant and 
severe upper abdominal pain. It bore no relation to the taking of food. He had 
vomited frequently for the previous several weeks, the vomiting occurring soon 
after meals. His symptoms had been more acute for the past three or four 
weeks, and he had lost much weight. From the out-patient department he was 
recommended for admission to hospital with a diagnosis of pyloric carcinoma. 


Figure XV. Case V. Skiagram taken before 

operation. There is a grossly obstructive lesion at 

the pylorus. The residue at twenty-four hours is 
almost 100%. 


The radiological report was that there was a very grossly obstructive lesion 
at the pylorus, the residue at twenty-four hours being almost 100% (see Figure 
XV). 


Blood examination showed the red corpuscles to number 3,300,000 per cubic 
millimetre; the leucocytes numbered 8,300 per cubic millimetre; the hemoglobin 
value was 53%. Occasional poikilocytes were seen. There was an increase in 
lymphocytes; a large number of undeveloped lymphocytes were seen. Some 
myelocytes were present. The stools contained no ocult blood. 


A fractional test meal gave the following results: 


Fasting contents. Free acid. Total acid. 
beware... 25 39 


It was considered that pyloric carcinoma had not been definitely proved, 
and that, in view of the comparatively short history of several weeks, surgical 
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removal might be possible. Operation was at first absolutely refused by the 
relatives, who said: “Let him die in peace.” Consent was later obtained, and he 
was transferred to one of my surgical beds. 

At operation the gall bladder was found densely adherent to the first part 
of the duodenum, pylorus and pyloric end of the stomach. The left half of the 
gastro-hepatic omentum was greatly thickened and puckered at the site of a 
pyloric ulcer. 

Partial gastrectomy was performed according to the Polya anterior loop 
method. The distal section was made through the first part of the duodenum. 


Figure XVI. Case V. Pathological specimen removed at operation, 
showing mucous surface with punched-out, penetrating pyloric ulcer 
in the lesser curvature. The specimen is cut along the greater 


curvature. 


He suffered very little shock at operation, and made an uneventful post-operative 
recovery until the eighth day, when the wound opened because by some unfor- 
tunate misunderstanding the sutures were removed on the seventh day after 
operation. The wound discharged for nine days, but during the whole period 
there was no discomfort and no abdominal distension. The patient was discharged 
from hospital apparently quite well in the sixth week after operation. 


Macroscopically the specimen showed the pyloric end of the stomach to be 
grossly thickened; the gastro-hepatic omentum was thickened and puckered, and 
a chronic punched-out ulcer was present on the lesser curvature. There was 
apparently no pyloric obstruction (see Figure XVI). 
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Microscopically the ulcer showed chronic inflammatory change and no 
evidence of malignant disease. 


Three months after operation the patient had been free from gastric 
symptoms and had had no pain or vomiting. Seven months after operation X ray 
examination showed that the gastro-jejunal anastomosis was working well. The 
patient had had no vomiting and was still very well, with no dyspepsia. (See 
Figure XVII.) 


In August, 1936, twelve months after operation, the patient had kept very 
well, was free from pain, and was eating well, with no discomfort. The medical 
superintendent of the benevolent hospital in which he stays reports: “The patient 
has no pain or vomiting. He is eating well on full diet, and is perfectly happy.” 


Fieure XVII. Case V. Skiagram taken seven 

months after partial gastrectomy, showing gastro- 

jejunal anastomosis with stoma working efficiently. 
Stomach empties within six hours. 


Case VI. Mrs. E.H.S., aged fifty-six years, had always been a martyr to 
indigestion, and for the previous twelve. months had complained of severe 
abdominal pain, which, however, bore no definite relationship to the taking of food. 
Recently the constant pain had been much more severe, radiating to both sides 
and through to the back. There had been loss of appetite, some loss of weight, 
but no vomiting. 


On examination the abdomen was lax, and there were tenderness and rigidity 
in the left epigastric region, but no mass was palpable. 


Radiological examination demonstrated a large perforating ulcer on the 
lesser curvature of the pars media of the stomach. The test meal showed no free 
acid and no lactic acid. The blood did not react to the Wassermann test. A blood 
count showed the hemoglobin value to be 84%; the white cells numbered 3,100 
per cubic millimetre, and the red cells 4,500,000 per cubic millimetre. 
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Operation was performed under gas and oxygen anesthesia. The abdomen 
was opened, and extensive adhesions were found between the gall bladder, the 
duodenum and pyloric end of the stomach. The gastro-hepatic omentum was much 
thickened and puckered, and the lesser curvature was adherent to the under- 
surface of the liver. On separating these a large inflammatory mass was found 
along the upper third of the lesser curvature. The pyloric end of the stomach 
was mobilized and divided about 2-5 centimetres (one inch) proximal to the 
pylorus by Payr’s clamp and the endotherm knife. The operation was completed 
in accordance with the Polya anterior loop method. 


Figure XVIII. Case VI. Pathological specimen 

removed at operation, showing the mucous surface 

of the stomach and a large penetrating ulcer in 
the upper third of the lesser curvature. 


The fresh specimen examined after operation showed a large penetrating 
ulcer, approximately 12 by 18 millimetres (one-half by three-quarters of an inch) 
in diameter, on the upper third of the lesser curvature. (See Figure XVIII.) 


The post-operative course was satisfactory. The patient failed from the very 
beginning to retain the saline solution given by the rectum, and fluids were 
given by mouth within forty-eight hours. She had no abdominal distension or 
discomfort, and her fluid diet caused no pain. On the fourteenth day a small 
barium meal was given, and it showed the meal about to leave the remaining 
stomach and commencing to enter the descending jejunal loop. (See Figure XIX.) 


The patient was discharged from hospital in a satisfactory condition on 
the fifteenth day after operation. 

Two months after partial gastrectomy the patient was feeling well, she 
had no return of pain and was eating semi-solids without discomfort. 


| | 

| | 5 

| 


294 Tue AUSTRALIAN AND New ZEALAND JOURNAL OF SURGERY. 


In August, 1936, five months after operation, the patient had no pain after 
food, her appetite was good, she was gaining weight and felt very much better. 
She was doing ordinary domestic work and light gardening. 


SUMMARY. 


1. Six patients who gave a history of gastric symptoms of long 
duration associated with constant pain have been submitted to partial 
gastrectomy with no mortality. 


Figure XIX. Case VI. Skiagram taken fourteen 

days after partial gastrectomy; a small quantity 

only of barium was given. The skiagram shows 

the meal just about to leave the remaining 

stomach and commencing to enter the descending 
jejunal loop. 


2. Medical treatment under hospital régime gave only partial or 
temporary relief. 

3. The gross pathological condition found at operation confirmed 
the long-standing nature of the disease with no evidence of complete 
healing, but showed evidence of slow progression towards deep penetra- 


tion and perforation. 
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4. In four cases hyperchlorhydria transformed into 
achlorhydria. 


5. Partial gastrectomy gave immediate relief in all cases, with no 
return of symptoms up to a period of twelve months. 


6. Partial gastrectomy removes the “ulcer-bearing” and “acid- 
secreting” areas, and eliminates the possibility of malignant change. 

7. Partial gastrectomy was attended by comparatively little shock, 
both operative and post-operative. 

8. In view of the gross pathological change found, nothing less than 


partial gastrectomy was indicated or held out any hope of permanent 
cure. 
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OBSERVATIONS ON THE INFLUENCE OF MOVEMENT 
ON SURGICAL SHOCK. 


By I. Douc.as MILLER, 
Sydney. 


Tue influence of movement on the production or exaggeration of surgical 
shock is not always sufficiently appreciated. This was very forcefully 
and tragically brought home to me in one of the first major intracranial 
operations that I performed. 


The patient had a chromophobe adenoma of the pituitary, and at operation 
I was able to suck away the tumour and liberate the optic nerves and chiasm to 
my complete satisfaction. The operation lasted four hours, and at its termination 
the condition of the patient was almost the same as at the commencement. The 
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CuHart I. Posterior cranial fossa decompression. 


pulse was strong and steady. I felt confident of his well-being, and sent him 
in the usual way to the ward two floors away. He arrived there in a state 
of complete collapse, his pulse being impalpable, and before we could even 
marshal the ordinary shock remedies he was dead. Autopsy showed that inside 
the skull everything was in order, and there had been no bleeding. 


This was clearly an instance of profound shock induced by 


movement. 
The records of the next long intracranial case show the value of the 


salutary lesson we had learnt. (Chart I.) 
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In this case a patient had been desperately ill as the result of a tumour 
of the posterior fossa for over twelve months, and for four months had been 
confined to bed suffering from continuous vomiting and headache. She was a living 
skeleton, and it would not be possible to imagine a worse risk for any type of 
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CHART II. Evacuation of cyst from the posterior cranial 
fossa. 


surgery. I operated under local anesthesia, and carried out the procedure 
extremely slowly, not allowing a drop of blood to flow. She went through this 
long procedure steadily, but a glance at the accompanying charts will show 
how easily a little indiscriminate movement would have proved fatal. When we 


mM Hg 


No 


SYSTOLIC. 


LITHOTOMY TO DORSAL POSITION. 


E 


OPERATION ENDED.+ 


CHART III. Perineo-abdominal excision of rectum. 


had finished, we moved her, as it were, by inches first onto her back, then onto the 
bed, and later back to the ward. 


It will be seen that each stage of the movement upset her blood 
pressures very gravely. 
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At this time I had instituted the custom of bringing the bed to the 
operating theatre, and of transferring the patient directly to it. 

The succeeding charts are very good examples of the same principle. 
It will be noticed how in all of them there is a sudden fall of blood 
pressure on the slightest movement. We have waited sometimes long 
periods before completing a movement or transferring the patient from 
the table. 


This principle appears to be of paramount importance in dealing 
with intracranial conditions, and I feel convinced that the considerable 
series of cases we have had without a death, is largely due to the strict 
avoidance of sudden movement at the end of these long and exhausting 
procedures. 

This, however, is not a lesson for head work only, but is applicable 
to any major surgery resulting in shock. Many a time is the wound of a 
collapsing patient hurriedly sutured, he is lifted onto a trolly and rushed 
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CuHart 1V. Amputation of penis and dissection of 
inguinal glands. 


back to the ward in the most extreme collapse, often to die. I have come 
to look on that trolly ride almost with horror. 


We are all familiar with the sudden collapse of a patient at the 
terminal part of the abdomino-perineal resection of the rectum when 
he is turned onto his side. This stage of the operation is quickly over, and 
the patient, having had no time to pick up from the first movement, is 
again turned, heaved onto a trolly and rushed back to the ward, and 
again lifted to bed. Is it any wonder that they so commonly arrive in 
the ward in the most profound collapse? 


Chart III was taken while I performed the combined perineo- 
abdominal resection of the rectum. In this operation the degree of 
handling and the amount of tissue removed are exactly the same as in 
the abdomino-perineal, but we see here to what advantage the apprecia- 
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tion of movement can be put, and how this perinutation may well be 
accompanied by a lower mortality. 


During the perineal resection the blood pressure steadily fell. The 
patient was then gently rolled over, and there was a further drop. He 
was then placed in the Trendelenburg position and the abdominal part 
of the operation was performed. It will be seen that during this time 
his blood pressure picked up steadily, and was maintained until the 
conclusion of the operation. This illustrates the obvious advantage of 
getting the inevitable movement over early while the patient’s resources 
are good, and moreover of having the patient for the terminal hour or 
so of the operation in the Trendelenburg position. 


Chart IV was taken during and after the performance of an extensive 
gland dissection and removal of the external genitals, which shows 
unequivocally the effect of movement. 


Once the importance of this principle is conceded, the problem is 
not difficult to cope with. First, it must be emphasized that the end 
of an operation is not necessarily the signal for hurried evacuation from 
the theatre of both patient and assistants. In Saint Vincent’s Hospital 
the theatre is unlikely to be cleared for some hours after an intracranial 
operation. This is often very inconvenient, and the ideal solution of 
the problem is to have a small room adjoining the theatre into which 
the table may be pushed. At all costs the lifting of the patient to and 
from a trolly must be avoided. We had been doing this for some time 
by bringing the bed to the theatre and very gently transferring the 
patient to the bed; but we have lately had a trolly made which is for 
many operations easily utilizable as an operating table, and later in the 
ward it becomes the bed for as long as is necessary. The essential 
features of this trolly are legs at each end which may separately be 
‘aised or lowered, and wheels which are central. It is possible then to 
obtain the simple operating table positions. It is made a little wider 
than a table, and, with a good sponge rubber mattress, is readily 
utilizable as a bed for some hours. 
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Surgical Cechnique. 


SOME POINTS IN UROLOGICAL TECHNIQUE, WITH 
A DESCRIPTION OF INSTRUMENTS. 


By R. J. SILVERTON, 


Honorary Urologist, Royal North Shore Hospital of Sydney; Honorary 
Urologist, Prince Henry Hospital, Sydney. 


Ureteric Meatotome. 


A most effective, simple and inexpensive meatotome is obtained by cutting the 
end off an old ureteric catheter, 5 to 6 gauge, and passing through it the copper 
stylette which is supplied with the catheter. While the instrument is being 
passed through the cystoscope the stylette is withdrawn so that it will not project 
from the catheter; when the catheter enters the visual field, an assistant pushes 
the stylette so that it projects from the catheter to exactly the length of the cut 
required in the ureteric mouth (Figure I). The Albarran’s lever is then depressed 


Ficure I. Ureteric meatotome, author's design. 


so that the copper wire enters the ureteric orifice. The lever is then turned up 
again so that the wire inside the ureter presses against and lifts up the anterior 
wall of the ureteric meatus; the other end of the wire stylette is connected up 
with an electric cutting machine. One touch on the foot switch and the anterior 
wall of the ureteric meatus is instantaneously cut through, and two thick, greyish 
edges, which do not bleed, are left. One can proceed immediately to the dilatation 
of the ureter. 


A Urethral Nozzle Adaptor for a “Record” Syringe. 


A urethral nozzle adaptor may be made from a simple conical piece of 
metal, channelled through; it will fit any “Record” syringe, and may be used 
for comfortable insertion in either the male or female external urethral meatus 
(Figure II). A special urethral syringe need not then be kept in stock. Moreover, 
the nozzle can be inserted well into the meatus, blocking the latter so well that 
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local anesthetic or medicament fluids will not escape, as they are apt to when the 
usual blunt-nosed type of urethral syringe is used. 


A New Ureteric Catheter. 


In designing what may be called a standardized ureteric catheter certain 
principles should be observed. The total length of all ureteric catheters should be 
75 centimetres. Unless this rule is observed, the point of the catheter may be 
withdrawn from the renal pelvis when the cystoscope is removed. This applies 
only to the male sex. In ureteric catheter drainage of an infected renal pelvis 
or dilatation of an obstruction at the uretero-pelvic junction it is necessary to 
be sure that the ureteric catheter remains in the renal pelvis after the cystoscope 
has been withdrawn. That many manufacturers have departed from the original 
zebra colouring is to be deprecated, since the zebra markings facilitate measure- 
ments, as seen in the cystoscopic visual field. French manufacturers have 
adopted the plan of placing their indicating bands at 5 centimetre intervals. These 
are unnecessarily frequent and often confusing, especially since, in order to cover 


> Record fitting 
Centre hole 


Figure II. Urethral nozzle adaptor for “‘Record” syringes. 


a length of 50 centimetres, the multiplication of indicating bands up to five has 
to be repeated twice. German manufacturers multiply the bands only up to four 
markings and repeat this three times. Where pyelograms are made in the X ray 
room the number of bands are counted as they appear at the external meatus 
or vulva, according to the sex, and the simpler plan of marking catheters facilitates 
these measurements. On the catheter designed by me, and shown in Figure III, 
one band is placed at 10 centimetres, two are placed at 20 centimetres, and so on 
up to five bands at 50 centimetres; after this there is a long strip of one colour 
for 10 centimetres, followed by a long strip of a contrasting colour also for 10 
centimetres; finally there is a short strip for 5 centimetres, making a total of 
75 centimetres. 


The Transvesical Operation for Vesico-Vaginal Fistula. 


In performing a suprapubic transvesical operation for vesico-vaginal fistula, 
it is suggested that the author’s prostatic cavity elevator can be used for elevating 
and for counter-pressure on the parts to be operated on. My operation for vesico- 
vaginal fistula has been described elsewhere,’ and the instrument was described 
in THe AUSTRALIAN AND New ZEALAND JOURNAL OF SurGery of January, 1934. 
In the fistula operation the elevator is first inserted into the vagina, but if the 
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elevating action is not so convenient here it can be inserted in the rectum, where 
it will be found to work excellently. The actual plastic operation on the fistula 
has been simplified and improved since the original description in 1929. The only 
instruments necessary are a long pair of toothed dissecting forceps and a long 
pair of scissors with slightly curved blades, preferably Thomson-Walker bladder 
scissors. The suturing can be done with any long slender needle holder and a 
small fully curved needle, but it is made easier by using a lateral Reverdin 
needle. Grasping the part with the toothed forceps and using firm counter- 
pressure with the elevator, one makes an incision through the vesical mucosa only, 
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Figure III. The author's design of ureteric catheter. 


by means of snipping along a line surrounding the edge of the fistula and about 
0-5 centimetre distant from it. For this, the scissors are pointed downwards 
(Figure IV). The points of the scissors are then turned upwards and the 
surrounding vesical mucosa is undermined by carefully snipping for about one 
centimetre all round (Figure V). If the toothed forceps are made to grasp the 
tissue immediately beneath this dissected-up mucosa, the forceps will be found to 
hold quite a thick layer of bladder muscle (Figure VI). This muscle is sutured 
with a continuous number 3 plain catgut suture, so as to convert what was 
previously a circular or oval opening into a straight suture line (Figure VII, 
above). This is then covered and completely protected from urine by means of a 
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Elevator in 2 


Figure IV. Step 1 in the transvesical Ficure V. Step 2 in the repair of vesico- 
repair of vesico-vaginal fistula. Note the vaginal fistula. Dissecting up the vesical 
dotted outline of the elevator lying either mucosa for about one centimetre all 
i i around. 


in vagina or rectum. 


Figure VI. Step 3 in the repair of Figure VII. Above: Suture of muscularis with 
vesico-vaginal fistula. Grasping the continuous plain catgut. Below: Suture of mucosa 
with continuous fine catgut. 


thick muscle layer under the vesical 
mucosa. 
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continuous suture of number 1 plain catgut uniting the edges of the bladder 
mucosa (Figure VII, below). The deepest portions, namely, the vaginal edges 
of the fistula, may be brought together before the muscle layer is sutured, but 
this is not absolutely necessary. A number 24 French de Pezzer drain is left in 
the suprapubic wound, and a 16 French de Pezzer drain in the urethra. At the 
end of two weeks the suprapubic drain is removed, but the urethral drain is left 
in situ until the suprapubic fistula closes, when the patient will urinate. 


— 


Slass 


Fieure VIII. Above: Thick silk passed through large de Pezzer drain by means of a 

probe 29 centimetres long. The silk is then passed through the looped threads on the 

radium needles. Middle: The silk thread is now withdrawn through the drain by means 

of the probe. Below: Both ends of the silk thread are drawn on as far as they will 
go, and the ends of the silk are then tied securely in place. 


Radium Needle Implantation in Vesical Neoplasms. 


In draining the bladder after the suprapubic implantation of radium needles 
into vesical neoplasms, it is very important, since there is generally a good deal 
of sloughing of the growths, to keep the patient dry and comfortable during 
convalescence. I have previously described an operation for draining the bladder 
in these cases.‘ 

The method now used is to have the loops of thread in the radium needles 
only about 10 centimetres long, and to pass through these loops a long piece of 
number 6 silk, which is very stout. This length of silk has previously been 
passed right through a very large de Pezzer catheter (about number 34 French) 
by means of a long probe especially made for this purpose (Figure VIII, above). 
The silk is then passed through the needle loops and then, by means of the 
long probe, back through the de Pezzer catheter again, where both ends of the 
silk are anchored (Figure VIII, middle and below). At the end of the required time 
(seven to ten days) the large de Pezzer drain with the attached silk, threads and 
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needles is removed with the patient under a little ethyl chloride anesthesia, 
and a number 24 French de Pezzer catheter may be inserted. After another 
week this drain is removed, and a number 18 de Pezzer drain is inserted. During 
all this time the patient has been freely irrigated. At the end of about three 
weeks (from the time of the operation) the number 18 French de Pezzer drain 
can be removed and a catheter inserted into the urethra. The wound will heal 
completely a few days later, and it will be found in most cases that the patient is 
dry and comfortable most of the time. 


The Phenolsulphonephthalein Test: A Simple Clinical Method. 

The following is a simple method of carrying out the phenolsulphonephthalein 
test. The nurse is instructed to inject one cubic centimetre of the dye into 
the outer side of the deltoid muscle with a hypodermic syringe at any convenient 
hour, say, 6 a.m. This test, being independent of the effect of fluid and food 

» ingestion, may be applied at any time of day. 
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Fieures IX To XII. Showing different results obtained with the phenolsulphonephthalein 
test. Figure IX shows very poor renal efficiency. Figure X shows low medium efficiency. 
Figure XI shows high medium efficiency. Figure XII shows normal renal efficiency. 


The urine is collected by catheter in a sterile medicine bottle for seventy 
minutes, and this is marked number 1; it is then collected for sixty minutes, 
the second bottle being marked number 2. When the surgeon arrives he simply 
dilutes each specimen to one pint, since a pint jug is always available in a 
hospital. This is alkalinized with a little liquor potasse and stirred up. Two 
ordinary medicine glasses of approximately equal size are now taken, and each 
is filled with a sample from each diluted specimen. They are held up to the 
light and glass number 1 is compared with glass number 2. A normal kidney 
should excrete much more strongly in the first hour than in the second; thus 
the first glass will be at least a medium magenta colour, while the second may be 
only a pale or medium pink. With a very low efficiency there may be no colour 
at all in the first glass and only a pale pink in the seeond (Figure IX). As the 
renal function improves the test will give pale pink in each glass and later 
medium or even deep pink in each glass (Figure X). Later still a light magenta 
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colour will appear in the second glass, showing that the kidney is now starting to 
work well, though not quickly enough (Figure XI). It is not until the colour is 
deeper in the first glass than in the second that we can judge the renal efficiency 
to be normal (Figure XII). 

This simple method can be done on the spot clinically, is of valuable graphic 
interest to students and nurses, and obviates the use of a colorimeter. Accurate 
readings with tests of renal excretion are unnecessary in surgical cases, as so 
many other factors have to be taken into account; and, as a result of fifteen 
years’ experience, I have found this simple clinical method of carrying out the 
phenolsulphonephthalein test to be quite reliable. 
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Case Reports, 


A CASE OF (ESOPHAGECTOMY (TOREK’S 
OPERATION) FOR CARCINOMA AND 
(ESOPHAGOPLASTY. 


By E. S. J. Kina, 
Melbourne. 


Durine 1935 a number of patients with carcinoma of the thoracic part of the 
esophagus have been treated by operation. Some of these have been referred to 
already,” and one has been recorded in detail.“ The purpose of this note 
is to record a second operative success and to indicate some of the problems 
that arise in these cases. 

This patient lived for six months after the operation, and finally succumbed 
to a condition not related directly either to the cwsophageal carcinoma or to 
the operation. The result obtained in this case, together with a third, which will 
be referred to again, seems to indicate that the modifications of technique which 
have been employed at the Royal Melbourne Hospital are significant. At the 
same time, it is apparent that there are further problems to be solved beyond 
the mere technical difficulties of the esophagectomy. 

Although the result was unsatisfactory, this case demonstrates very clearly 
some of the difficulties and is therefore reported. 

The patient, a male, aged fifty-three years, attended the out-patient 
department first on October 17, 1935, and gave a history that he had had 
difficulty in swallowing for three months. At first this difficulty was noticed 
only at times and with solid food. For three weeks it had been much worse, 
and regurgitation of food and saliva had occurred. There had been no pain 
in the chest. Recently he had lost 12-6 kilograms (two stone) in weight. 

His past history was unimportant, except that in 1921 he was operated 
on for a perforated peptic ulcer. 

His general condition was good. His chest was clear (on ordinary examina- 
tion), his systolic blood pressure was 140 and his diastolic pressure 90 millimetres 
of mercury. He was edentulous. 

X ray examination (barium swallow) revealed an obstruction of the 
esophagus opposite the sixth and seventh thoracic vertebre. There was a definite 
filling defect on the right side of the tube (Figure I), but there was no 
deviation of the organ from its normal position. CMsophagoscopy was performed, 
and a growth was found projecting into the lumen about 27-5 centimetres (eleven 
inches) from the upper alveolar margin. A piece of tissue was removed for 
microscopic section. This did not show any malignant tissue, but in view of 
the other findings the negative result was disregarded. 

His renal function was good, and X ray examination of his chest revealed 
no demonstrable lung or mediastinal abnormality. The Wassermann test gave no 
reaction. Blood examination showed the erythrocytes to number 4,860,000 per 
cubic millimetre, the hemoglobin value was 80% and the sedimentation index 
(Cutler) was 1-5 millimetres. 

On November 8 a gastrostomy of the Janeway type was performed under 
local anesthesia. A pneumothorax on the left side was induced by the intro- 
duction of air on every second day. 
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On November 12, under “Avertin” and local (‘““Novoeain’’) block anesthesia, 
a left paravertebral incision (5-0 centimetres or two inches from the mid-line) 
extending from the fourth to seventh ribs was made. A small piece (six 
millimetres) was removed from each of these ribs, and the corresponding inter- 
costal vessels and nerves were doubly ligated and sectioned. The wound was 
then sutured. The patient recovered from this procedure quite well. but during 
the next week he seemed in poor spirits. He improved greatly, however, 
after the exclusion of numerous and lachrymose relatives. X ray examination 
of the chest showed the upper part of the lung to be collapsed, but the lower 
lobe was not collapsed, apparently owing to adhesion to the parietes (Figure III). 


Ficguue Antero-posterior skiagram Ficure Il. Lateral skiagram showing 
showing a filling -defect in the right the filling defect in the posterior wall 
side of the qc@sophagus opposite the of the csophagus. 


sixth and seventh vertebrae. ‘There is 
marked constriction of the lumen. 


A week later, on November 19, removal of the esophagus was undertaken. 
Under “Avertin” and gas and oxygen anesthesia, administered by Dr. R. Howden, 
with the patient lying on his back, an incision 7-5 centimetres (three inches) 
in length was made along the lower part of the anterior border of the left sterno- 
cleidomastoid muscle. Dissection was carried posteriorly lateral to the pretracheal 
muscles and the thyreoid gland and medial to the carotid sheath till the esophagus 
was found, then caudally into the mediastinum as far as was possible with ease.' 
This wound was then covered by a dressing, and the patient was turned and 
placed in the right lateral position. 

The sutures were removed from the wound made a week previously. An 
incision along the line of the seventh rib was made, communicating posteriorly 
with the lower end of the paravertebral wound. The incision was carried down 
through the flat muscles and the intercostals of the seventh space. The pleura 
was then incised along the seventh intercostal space, and, the old wound being 


11 have found since writing this that Kuettner and Torek both have suggested 
performing the cervical part of the operation first. 
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opened, the pleural incision was continued upwards to the third rib. A rib 
spreader was introduced. The upper lobe of the lung was collapsed, but the lower 
lobe was adherent to the parietal wall. The adhesions were separated, and 
the lung then collapsed completely down to the mediastinum. About 300 cubic 
centimetres (half a pint) of slightly blood-stained fluid were evacuated from the 
pleural cavity. No nodules could be felt in the lung, nor was any mass or 
enlarged gland felt at the hilum. 


Ficure III. Skiagram of the chest after pneumothorax. It 

was found at operation that the lower lobe, which is here 

still expanded, was held to the parietes by numerous 

adhesions. FP indicates the part of the pleural cavity filled 
with air, and L the lower part of the left lung. 


An incision was then made in the mediastinal pleura just anterior to the 
aorta. The wsophagus was identified, and the tumour found about an inch 
below the arch of the aorta. It extended for about 3-75 centimetres (one and a 
half inches) caudally. This was gradually freed, both sharp and blunt dissection 
being employed. It was found to be adherent to the right pleura (this was 
anticipated, and is to be correlated with the X ray appearance), and portion 
of this had to be sacrificed in order adequately to remove the growth. The 
opening in the right pleura did not appear to embarrass the patient, and 
moist gauze was placed in the opening temporarily. The esophagus was then 
freed up to the aortic arch and down to the diaphragm. (£sophageal vessels 
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were clamped and sealed with the electric cautery. The vagi were cut opposite 
the left bronchus. The lower end of the esophagus was doubly ligated and cut 
by the electric cautery between the ligatures. The lower end was invaginated 
into the stomach and a purse-string suture was placed in the upper part of the 
stomach and the diaphragm to occlude the opening. The other cut end of the 
@sophagus was covered by a rubber sheath, which was tied securely to it. 


Figure IV. Photograph of the specimen after removal. 

The growth occupies the middle third of the piece of 

esophagus. Its general conformation corresponds with 

the X ray findings. The surface of the growth is 

irregular, but covered by mucosa except for a small 

ulcer. Note the transverse wrinkling of the mucosa above 
and below the tumour. 


Dissection was then undertaken above the aortic arch, and the esophagus 
was brought round the arch and then, by passage of a long forceps down from 
the neck wound, this grasping a tie on the esophagus, the esophagus was brought 
up into the neck. 

A drainage tube was passed into the pleural cavity through a stab incision 
in the eighth intercostal space, just posterior to the posterior axillary line. The 
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wound was closed by pericostal sutures, a running stitch in the muscles and 
interrupted silkworm gut sutures in the skin. 

The patient was then turned onto his back once more. The site of section 
on the cwsophagus was determined, and this was measured on the chest. At 
the appropriate space an oval piece of skin was excised and the subcutaneous 
tissues were tunnelled from this site up to the incision in the neck. The wsophagus 
was drawn through the tunnel and the wall sutured to the subcutaneous tissues. 
The csophagus was then sectioned by the electric cautery, and the mucosa was 
sutured to the skin. The neck wound was closed, a drainage tube being passed 
down into the superior mediastinum. Dressings were applied, and the patient 
was returned to bed. The operating time was one and a half hours, and at 
the end of the operation the pulse rate was 140. 


FIGURE V. Photomicrograph of a piece of the tumour. 
It is a typical cornifying epidermoid carcinoma. x 450. 


Immediately after the patient’s return from the operating theatre, adminis- 
tration of fluid was commenced by the subpectoral and rectal routes as well as a 
continuous drip into the gastrostomy. A transfusion of 900 cubic centimetres 
(thirty ounces) of blood was also given. The drainage tube in the chest was 
connected to a negative pressure apparatus. 


The patient’s general condition was excellent, his pulse rate being 120 on 
the first evening and gradually falling, except for a time on the third evening, 
when, for a few hours, it became more rapid and quite irregular. This was 
due to extrasystoles, but next day when an electrocardiogram was obtained, it was 
again just under 120 and regular. His temperature, which was 39-3° C. (101° F.) 
on the first evening, gradually fell, to become normal on the eleventh day. 

Drainage of 60 cubic centimetres of blood-stained fluid occurred from the 
chest in the first twenty-four hours, and 40 cubic centimetres on the second day, 
after which there was no further drainage and the tube was removed. On the 
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third day the left lung was found by both clinical and X ray examinations to 
be completely expanded. 

The right side of the chest was clinically clear until the fourth day, when 
dulness was detected at the base of the lung, together with absent breath sounds. 
Three hundred cubic centimetres of sero-sanguineous fluid were removed. Signs 
were still present on the sixth day, and 80 cubic centimetres were removed, 
after which the chest remained clear. Culture of the fluid gave no growth of 
organisms. The sutures in the neck wound were removed on the third day, and 
those in the thoracic wound on the tenth day. 


Fieure VI. Photograph of the patient Figure VII. Photograph of the patient 
taken three weeks after wsophagectomy. showing the csophageal cup in posi- 
The csophageal stoma is apparent just tion. The tube from its lower end is 
below the inner extremity of the left connected with the gastrostomy tube. 
clavicle. The gastrostomy opening is The opening of the gastrostomy was 

covered by a belt. placed towards the right side of the 


abdomen, so as to allow sufficient room 
for the subsequent cesophagoplasty. 


The patient was allowed out of bed on the seventh day. There was very 
little discharge from the wsophageal opening on the first two days, and on the 
third a specially fitting cup, with an outlet to which a rubber tube could be 
attached (Figure VII), was placed over the opening, and he was allowed to 
swallow fluid. This was caught in a kidney dish, and when the flow was 
clear of rusty mucus—after two or three mouthfuls—the cup was connected 
to the gastrostomy tube. On the fourth day he thoroughly enjoyed a draught of 
beer (Figure VIII). This passed into the stomach without difficulty or leakage. 
Most of the feeds were given through the gastrostomy tube, but the patient was 
allowed to take by mouth anything that he enjoyed particularly. It seemed that 
the amount of air, normally swallowed, propelled the material into the stomach, 
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since it showed no inclination to bank up in the cup or connecting tube. His 
ability to swallow was a great comfort to the patient at this stage, as the 
weather during this week was extremely hot and oppressive. 


The specimen comprised a portion of esophagus 8-75 centimetres (three and a 
half inches) long, in the middle of which there was a hard mass 3-75 centimetres 
(one and a half inches) in length and distending the organ slightly. When the 
organ was split longitudinally the mucosa above and below the indurated area 
was normal, though showing some transverse wrinkling. The middle zone was 
considerably thickened on one side of the tube, and here the lumen had been much 
reduced. The mucosa over the mass, 
except for a small ulcer of 3-0 millimetres 
(one-eighth of an inch) in diameter, was 
irregular but smooth (Figure IV). 

Microscopically the tumour was a 
typical epidermoid carcinoma, showing 
prickle cells and characteristic cell nests. 


Certain features in the management 
of carcinoma of the thoracic esophagus 
are exemplified by this case. If surgical 
removal of the growth is to become prac- 
ticable, then it is desirable to pay special 
attention to the pre-operative diagnosis, 
not only of the lesion, but also, when 
possible, of its position in the wall of 
the esophagus, its extent et cetera. For 
example, the observation that the growth 
was mainly on the right wall of the 
tube was correlated at operation with 
adhesion to the right pleura, and this 
was then promptly dealt with. In 
another case in which thoracotomy was 
performed, an extremely extensive in- 
volvement of the right pleura and of the 
tissues round the azygos vein was associ- 
ated with traction of the esophagus, as 
shown in the skiagram, over towards the 
right side, and this should in itself have 
enabled us to decide on the inoperability 
of the growth without our having to 
resort to thoracotomy. In many cases 
the X ray appearances do not help us to igure VIII. Photograph of the patient 
form an opinion concerning operability drinking, the fluid passing into the 
of the growth, but I am convinced that stomach by way of the cup over the 
this is partly because of the as yet insuf- {oM4,and the connecting, 
ficient correlation between the appear- long, there was no difficulty or leakage. 
ances and operative findings. Careful and 
complete radiological examinations, since they are the principal means of pre- 
operative diagnosis of these details, should therefore always be made. 

Concerning the operation, attempts were made here to minimize the well- 
recognized dangers of the procedure. Post-operative shock was diminished in three 
ways: (i) by the production of a preliminary pneumothorax (in this case 
incomplete), (ii) by the division of the operation into two stages, and (iii) by 
the ordering of the procedure so that there was the minimum of movement of 
the patient during anesthesia. These points do not require elaboration. The 
pneumothorax which has been suggested by several surgeons, helps also in that 
the presence of adhesions is recognizable before the chest is opened. Movement 
of the patient, who is undergoing a formidable operation, can always be seen 
to produce or to accelerate the onset of signs of shock, and the curtailing of 
such movement is in my opinion of extreme importance; but another advantage 
of the order of procedure (as described above) is that failures in the maintenance 
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of asepsis, which are liable to occur when the patient is moved, are obviated. 
It is unnecessary to reiterate the statement of others that the elimination of 
infection plays a great part in the recovery of these patients. The grave, indeed, 
usually fatal, character of mediastinitis is in itself sufficient emphasis of its 
importance. In this regard, protection of the free end of the esophagus by a 
rubber sheath is too obvious a safeguard to require any apologia. 


Csophagoplasty. 


The patient progressed very satisfactorily after the esophagectomy. Although 
his diet was adequate in amount, he did not gain in weight; however, he did 
not lose weight, and his general condition, as shown by his clinical state, blood 
count and sedimentation rate, improved considerably. 


It was decided, therefore, to proceed with the esophagoplasty. There was, 
however, extremely little subcutaneous fat on the chest wall, the skin being 
very inelastic, and it was very doubtful whether satisfactory flaps could be 
obtained to cover a skin tube. He stated that he had always been thin about 
the chest. In addition, he had lost a great deal of weight, some before operation 
(see above) and another 6-3 kilograms (one stone) during, and immediately after, 
the operations. He was given injections of insulin (10 units twice a day), and 
a his weight increased, and the skin became much more pliable and 
elastic. 


From previous experience of ewsophagoplasty (for stricture of the esophagus) 
it was thought that an operation of the Lexer-Wullstein type (jejuno-dermato- 
csophagoplasty) would mean submitting this patient to too serious a procedure. 
An operation of the Bircher-Rovsing variety seemed to be most favourable. Having 
had considerable trouble previously with a gastric fistula, I decided to adopt the 
method suggested by Lilienthal.” The gastrostomy opening was disregarded, 
because, being small, stricture at the muco-cutaneous junction was quite probable, 
and, as has been said by those who have encountered this complication, a 
stricture is “most annoying”. 

A barium meal was given through the gastrostomy tube and observed under 
the fluoroscopic screen; the stomach was seen to be large and to extend well 
into the left hypochondrium. 

On January 10, 1936, the first stage of the plastic operation was performed. 
Under gas and oxygen anesthesia, with local (“Novocain’”) infiltration, an 
opening was made in the abdominal wall at the rib margin through a T-shaped 
incision just lateral to the left rectus abdominis muscle. The stomach was found 
easily, and a cone of it was brought out through the wound. It was sutured to 
the various layers of the abdominal wall, about 5-0 centimetres (two inches) being 
allowed to protrude. Two parallel incisions, 6-25 centimetres (two and a half 
inches) apart, were now made in the skin in a cranial direction, commencing 
at the transverse limb of the T-incision and passing upwards for 15-0 centimetres 
(six inches). Slight undercutting of the margins of the middle part allowed the 
skin tube to be formed. 

The part of the stomach cone which would join most easily with the lower 
end of the skin tube was determined, and a circular area of peritoneum and 
muscle—about 2-5 centimetres (one inch) in diameter—was excised. Care was 
exercised not to open the mucosa. The muscular layer was sutured to the skin 
margin of the lower end of the tube. In this fashion a diaphragm of mucosa 
separated the cavity of the stomach from the skin tube. 

The skin tube and the stomach cone were then covered. The lateral edges 
were undercut so that they could be united over the tube. Tension was greatly 
diminished by means of relaxing incisions. 

The patient was not at all disturbed by this procedure, the only difference 
being that, whereas he had been able to take from 420 to 480 cubic centimetres 
(fourteen to sixteen ounces) of food at each feed, for a time after operation he 
was able to take only 300 cubic centimetres (ten ounces) with comfort. This 
condition of affairs gradually improved, until after a few days he was able to 
take the ordinary amount. 
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The wounds healed satisfactorily except that a small patch of gangrene 
developed at the suture line about 7-5 centimetres (three inches) above the 
junction of the stomach with the skin tube. As it was certain that the skin tube 
would open here—over an area corresponding to the area of superficial skin loss— 
it was decided to complete the skin tube and use the lower (inevitable) opening as 
the site for introduction of the ewsophagoscope. 

On January 21, under “Avertin” and local infiltration anesthesia, a skin 
tube extending from the upper end of that already constructed to the esophageal 
opening was made. During the next few days this healed very satisfactorily, and 
the small piece of dead skin in the region mentioned above separated. The tube 
was here open for the distance of 2-5 centimetres (an inch). No satisfactory skin 
was available in the vicinity for the reconstruction of this open part. 

The diaphragm between the skin tube and stomach was excised by diathermy 
through an w@sophagoscope, and it was possible to pass an instrument or tube 
easily into the stomach. On March 3 the junction of the skin tube to the cervical 
esophagus was effected, though a small fistula remained. 

The patient, who seemed to be very well, was discharged from hospital. 
It was proposed to complete the skin tube when the tissues had recovered from 
the previous manipulations. 

He was readmitted on June 2, having developed a “cold” and an associated 
cough. He became worse rapidly, and died on June 4. 

Post mortem examination revealed an “influenzal” bronchopneumonia and 
associated severe tracheo-bronchitis. The left lung was adherent to the parietal 
wall by numerous fine fibrous adhesions. The mediastinum was clear. There was 
a small subpleural plaque about 1-25 centimetres (half an inch) in diameter and 
six millimetres (quarter of an inch) thick on the right side posterior to and 
below the right bronchus. This was shown to be carcinomatous, apparently as 
a result of inadequate removal of involved right pleura at the time of operation. 
No metastases, however, were found in the chest, abdomen or neck. 

The csophageal skin tube was healthy, and the junction with the stomach 
was satisfactory and free from any stricture. 


Discussion. 


The untoward result in this case at such an early stage cannot be regarded 
as due to the operation. Of course, death would have resulted ultimately from 
the continued growth of the small “recurrence”. In the ordinary course of 
events, however, this would not have been sufficiently extensive to give serious 
trouble for some considerable time. 

A short time before the death of this patient another patient on whom 
csophagectomy had been performed died of an “influenzal” pneumonia® some 
time after the operation. 

It would appear that these patients have little or no resistance to traumata 
of various kinds and especially to infections. That this state is not due necessarily 
to their age nor directly to any operative procedures that they have sustained is 
shown by the observation of a similar lack of resistance in other, including 
young, patients who have non-malignant csophageal obstruction. 

This question of the poor general condition of patients with csophageal 
disease is a more serious and difficult one than any technical problem presented 
by the operation. Two factors are prominent in this respect, the inevitable loss 
of at least some of the saliva and the inadequacy of gastrostomy diets. If both 
these difficulties are to be overcome, constant skilled attention is necessary, and 
must be continued until a new csophagus has been constructed. It remains to 
be seen whether other factors are not also operative. This will be discussed again. 


Summary. 


A case of carcinoma of the thoracic esophagus, on which wsophagectomy by 
the transpleural method had been performed, is described. An antethoracic 
csophagoplasty had been almost completed when the patient died of pneumonia. 

At post mortem examination a small subpleural nodule on the right side was 
found, but otherwise no metastases were found. 
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THE SEX FACTOR IN CLINICAL SURGERY. 


Famiuiarity with the law of averages is one of the essentials of 
successful clinical diagnosis, and a knowledge of probability is the more 
complete when we take into account the effect of the sex factor upon 
the incidence of particular diseases. This is specially true of those 
diseases or diseased conditions which do not affect directly the repro- 
ductive system and which are not, therefore, obviously dependent upon 
anatomical and physiological differences in the genitalia. It is at first 
sight difficult to see why sex should affect the incidence of certain con- 
ditions. Why, for example, does hour-glass stomach occur twenty times 
as often in women as in men, and why do perforations of gastric or 
duodenal ulcers occur fifty times more often in men than in women? 
Why do eighty of every hundred carcinomata of the lung occur in men, 
and why are branchial cysts and fistule commoner in the female, while 
congenital pyloric stenosis occurs ten times more frequently in male 
than in female infants? Why are congenital cerebral aneurysms con- 
fined to women, and why do anatomical variations in the carotid arteries 
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occur more frequently in women than in men (W. Trotter), while cirsoid 
aneurysms of the scalp appear to occur solely in males? Why are hyper- 
nephromata seen in men so much more often than in women? Why is 
thrombo-angiitis chiefly a masculine disease, and why do congenital 
dislocations of the hip occur more often in girls? 


If we consider the sites of occurrence of malignant disease through- 
out the alimentary canal, we find that carcinoma exhibits a very definite 
sexual selection. Thus carcinoma occurring in the lip, tongue, larynx, 
throughout the greater part of the esophagus, in the stomach and in 
the caecum is most often encountered in men. In the hypopharynx 
those growths which occur behind the plate of the cricoid cartilage are 
limited almost exclusively to women; while just opposite this site and 
on the posterior wall occur growths which, although less common than 
anterior growths, almost invariably attack the male subject. 


The answers to these and such questions do not leap to the eye, 
and so much may depend upon them that we hope that the raising of 
the questions here may be sufficiently provocative to call forth some 
suggested explanations. 

Diseases of the thyreoid gland are approximately ten times as 
common in women as in men, and the reason may be the interrelation 
between the thyreoid and the other internally secreting glands, includ- 
ing particularly the gonads; but this explanation would not appear 
to account for the relatively more frequent occurrence of hour-glass 
stomach in women and of perforation in men. The emancipation of 
woman has done much to remove differences in the habits of life of the 
male and female. The amount of alcohol consumed by women today 
must approach that taken by the male, and woman frequently takes it in 
a particularly potent form as cocktails. Today also woman probably 
smokes as many cigarettes as her male companion; yet while both may 
suffer from gastric ulcers, she develops an hour-glass stomach and he a 
perforating ulcer. Intestinal stasis has been said to be commoner in 
women than in men, but it is doubtful whether this is so today, since 
modern women indulge in much more exercise than their mothers did 
before them. 

The explanation of the much more frequent occurrences of car- 
cinoma of the breast in women than in men may be apparent, and there 
is reason to think that the predominance of biliary calculi in women 
can be satisfactorily explained. Stasis in the bile ducts consequent upon 
visceroptosis, cholesteremia and the various other factors suggested in 
the textbooks enables us to rationalize this occurrence. The reasons 
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suggested for the predominance of acute intussusception in boys and of 
diverticulitis in men are also satisfying. Anatomical reasons would 
appear to account for the greater frequency of vesical calculi in males 
and of pneumococcal peritonitis in women, but the reason why dermoid 
tumours of the rectus abdominalis occur in women and why linitis 
plastica is a disease of men is as obscure as that of the other examples 
that have been mentioned. 

Occupation as a factor influencing the incidence of a particular 
lesion in either sex cannot be said to enter obviously into the examples 
to which reference has been made, but it is apparent that this factor 
is important and accounts for the much more frequent occurrence in 
men than in women of such a condition as internal derangement of 
the knee. Occupation, however, is but one of the several factors which 
affect the incidence of any particular disease, and, as may be gathered 
from the exampies quoted, not the least important of these factors 
would appear to be the sex of the subject. It is interesting to speculate 
whether the recent entry of women into occupations previously the 
exclusive province of the male will affect what has hitherto been regarded 
as the occupational incidence of certain diseases by bringing to bear on 
them the obscure, but in many cases potent, sex factor. 


LAMBERT RocGers. 
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Surgery in Other Countries. 


[In this column will be published short résumés of articles likely to be of practical 
value from Journals published in other countries and not readily accessible to 
surgeons in Australia and New Zealand.] 


CONGENITAL FALCIFORM DETACHMENT OF THE RETINA. 


H. Weve: “Concerning ‘Ablatio Falciformis Congenita’”, Archiv fiir Augen- 

heilkunde, December, 1935, page 371. 
Tue author describes a newly recognized anomaly, ignorance of which has led 
in the past to its confusion with glioma and to consequent enucleation. This 
condition is congenital and familial, and occurs in various stages. The author 
describes the condition as it appeared in fourteen eyes of eight children. In none 
of these were any signs of inflammation present. When bilateral, the condition 
is accompanied by nystagmus, convergent strabismus and defective vision. Its 
symmetry, when it is bilateral, suggests that its origin is not connected with 
fetal inflammation or hemorrhage. Two extreme states are described, in one 
of which scarcely noticeable anomalies of the retinal vessels were found, and 
in the other an extensive detachment of the retina, with adhesions of adjacent 
folds, proliferation and the picture of pseudo-glioma. The most remarkable and 
characteristic picture, however, is an intermediate form with a sickle-shaped fold 
ot the retina which Weve entitles “congenital falciform detachment of the retina”. 
A retinal fold is found which sometimes resembles a sail, and which spreads 
from the optic disk towards the region between the lens and the ciliary body. 
This fold may be attached to a persistent hyaloid artery, but is vascularized by 
branches from the central retinal artery. he 

The fold occurs in the inferior temporal quadrant of the retina, and in this 
respect resembles retinal dialysis and certain large retinal cysts. More recently 
Ida Mann, in a paper on the same anomaly, described a fold in another meridian 
(see The British Journal of Ophthalmology, December, 1935, page 641). In Dr. 
Mann’s opinion the condition should be entitled “congenital retinal fold’. 

Weve considers that this anomaly arises as the result of an adhesion between 
the developing retina and the tissue surrounding the lens. Probably there is an 
adhesion of one portion of the primary vitreous to the adjacent inner layer of the 
optic cup. This means an absence of the secondary vitreous which should exist 
at this junction. Only the inner layer of the optic cup is involved. Shrinkage of 
connective tissue and/or the pull from the growing eye raises a fold of retina. 
The size of the adhesion and its time of origin will determine whether a sector- 
shaped detachment, a simple retinal fold or a total detachment will appear. 
The tension may be great enough to draw in the nerve so that it is covered by 
the retinal fold. 


VERTEBRAL HAMANGIOMA. 


L. Lamy and L. Weissman: “L’angiome vertébral”, Revue d’orthopédie et de 
chirurgie de Vappareil moteur, March, 1936, page 121. 
L. Lamy AND L. WEISSMAN, orthopedic surgeons at the Foch Hospital, state that 
although it was totally unknown until ten years ago, vertebral hemangioma 
occupies today in any discussion of spinal affections the place that it merits. 
In 1926 Perman for the first time recognized radiologically, and verified 
histologically, a vertebral angioma. About twenty more or less proved cases have 
been published; nevertheless, the authors think that the condition is commoner 
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than is believed, especially as in one of their own cases it was confused with 
Kiimmell’s disease because the patient fell from a_height. Schmorl found 
angiomata present in 10% of the 10,000 vertebral columns which he examined. 
Junghans and Topfer in two separate observations found a slightly higher 
percentage. The tumour is essentially benign, and may not ever cause symptoms 
or signs. Despite its proved anatomical frequency, the clinical frequency is rare; 
therefore, the condition is of medico-legal importance, because a slight injury may 
initiate the first symptoms and a compression fracture be diagnosed incorrectly. 

The thoracic vertebral bodies are the most frequently involved; and the 
tumour may involve the pedicles. A very important clinical feature is that 
frequently there exist other angiomata (cutaneous, hepatic, splenic et cetera). 
This should always suggest a possible diagnosis in the presence of obscure 
spinal symptoms. The post mortem findings are those of typical capillary or 
cavernous angiomata. In advanced cases the angiomatous tissue proliferates, 
traversing the osseous tissue, so that eventually the medullary canal is encroached 
upon, compression of the cord being caused. Indeed, other than by an accidental 


Figh 
Typical hemangioma of first lumbar The hemangioma has involved the 
vertebra. Note the “blown out” body pedicles. Since 1927 the X ray 
(souffée) and honeycomb appearance. pictures made every six months have 


shown that the vertebral condition is 
absolutely stationary, 


X ray finding of the disease, the patient is first brought for diagnosis and 
treatment by root or cord pressure symptoms. Kyphosis and scoliosis eventually 
develop. X ray findings are absolutely characteristic (see Figures 1 and. 2). 
It suffices to have seen such X ray pictures only once to recognize the disease 
again. 

The affected vertebre as a whole conserve their general outline; these outlines 
are distinct, but may be slightly less marked; the actual outline is never deficient. 
The intervertebral spaces are unaffected, but the general form of the body is 
changed so that in the antero-posterior view it is enlarged laterally as if it were 
blown out. Sometimes in the same view the upper and lower surfaces sink in 
so that two double concave surfaces (upper and lower) result, producing a 
vertebral body like that of the fish. Most authorities describe the antero-posterior 
X ray appearance of the front wall of the body as “bubbly” in character. This 
is due to a honeycomb effect. This sieve-like appearance, as if “riddled by shot”, 
is pathognomonic of angiomata (Figure 1). Pott’s and Kiimmell’s diseases, 
metastatic carcinomatosis et cetera, give a different appearance. The condition 
develops, if at all, very slowly. Over several years no radiological or clinical 


H 


: 
| 


322 Tue AUSTRALIAN AND New ZEALAND JOURNAL OF SURGERY. 


changes may occur. In other cases clinical signs become evident, and this is an 
indication for treatment. As a rule, pain is the main complaint, and this responds 
to rest, immobilization in a corset plus therapeutic doses of X rays, which not 
only relieve the pain, but affect the angiomatous tissue. If paraplegia is present, 
a decompression by laminectomy would be indicated, but such operations have 
sometimes been followed by death from uncontrollable hemorrhage. Because of 
this difficulty, Roith performed the operation in two stages at an interval of 
forty-eight hours. On the first occasion the superficial surface of the lamina 
was carbonized by a coagulating electrode, on the second occasion the bone was 
excised without any bleeding, but the patient did not recover. When pain is 
intractable or paraplegia develops Junghans recommends laminectomy; he states 
that there is a 50% chance of recovery, hemorrhage being the danger. 


Tuomas KING. 


A New OPERATION FOR THE RADICAL CURE OF INGUINAL HERNIA. 


Dr. Tr. Bona: “Neues Verfahren bei der Radikaloperation der Inguinaihernie”, 
Zentralblatt fiir Chirurgie, March 21, 1936. 


Tus operation for the cure of inguinal hernia has been designed with a view 
to using unabsorbable boilable suture material, the sterility of which is undoubted. 


Ficure I. 


The ordinary hernial incision is made. The cord is isolated and the sac 
ligated in the usual way. The method of insertion of the first row of celluloid 
thread or of any other unabsorbable suture material is shown in Figure I. Three 
sutures are used, one close to the internal ring, one in the middle of the inguinal 
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canal and one at its lower end. Each suture is passed from the lower flap of 
skin through Poupart’s ligament, grasps the lower edge of the internal oblique 
and transversalis, and is returned through Poupart’s ligament and back through 
the skin of the lower flap. The second row of sutures is now introduced with a 
view to uniting, in front of the cord, the external oblique flaps. Each of these 
sutures traverses the skin of the upper flap, grasps the edge of the lower flap 
of the external oblique, then a part of the upper flap of the external oblique about 
three-quarters of an inch above its edge, and finally back through the skin, the 
object of this method of insertion being to imbricate the external oblique flaps. 
Each of these rows of sutures is tied over gauze rolls, as shown in the figures. 


The skin is closed in the usual way. 
H. B. DEVINE. 


Basic PRINCIPLES IN HARE-LIP OPERATIONS. 
Victor Veau: “Grundsdtzliche Richtlinien fiir Hasenschartenoperationen”’, Der 
Chirurg, January 1, 1936, page 1. 


Ir is not enough, Veau holds, to close a gap in hare-lip operations; a normal 
appearance must be accurately reproduced. The defect is purely local, and it 
should be remediable by surgical principles, which must be studied until per- 
fection is reached. Surgeons must not be content, in criticizing their results, 
with comparing the child after operation with what he was before. They must 
compare him with a normal child. No method depending on force will achieve 
results. Osteotomies and flaps under tension must be abandoned. The best 
procedure will always be that which most closely approximates the normal 
embryological development. 

If the lip only is split, there are two points to consider. One is the forward 
spring of the upper lip, and the other the “cupid’s bow”. The first depends on 
accurate reformation of the muscle ring by good suture of the orbicularis oris 
muscle. This muscle suture should not include skin. If the sutures cut through 
a sear is left, while if the sutures are taken out early the muscle is not strongly 
enough joined. The muscle suture must remain in place for eight days at least. 
It may include the mucous membrane of the under surface of the lip, in which a 
scar does not matter. In reconstructing the “‘cupid’s bow” one must remember 
that only in the outer segment is really useful muscle present. It is a develop- 
mentally faulty act to cut the outer margin and to bring it in an unnatural 
flap over the inner margin. The operation consists in: (i) a correctly planned 
incision and exposure of the muscle; (ii) bringing the margin of the affected 
nostril inwards to the mid-line by a suture which passes through the lip and 
the septum; (iii) the insertion of a wire suture embracing the edge of the 
orbicularis on both sides of the cleft, and emerging on the deep aspect of the 
lip; and (iv) careful suture of the skin and mucous membrane. 

The technique is more complicated when the split is complete and involves 
the gum, for the nasal deformity is extremely difficult to repair so as to give 
symmetry. The septum is much deflected towards the cleft, but in Veéau’s 
experience this is not a main cause of the difficulty. It rests much more on 
the relative positions of the anterior ends of the dental ridges, the one on 
the outer side of the cleft being considerably posterior to the one on the inner 
side. For true correction of the nasal deformity the elongation of the outer 
ridge is essential, and this is achieved by manipulation of the soft tissues. 
The steps of the operation are as follows. After properly planned incisions have 
been made along the muco-cutaneous line of the two segments of lip, the outer 
gingivo-labial fold is incised, and the surface of the dental process is stripped 
of its mucosa. At the inner edge of it, a raspatory is pushed well back through 
the incision, the bone edge being freed on the outer side of the cleft. A cleft in 
the palate is closed by flaps from the cleft side of the septum, and from the 
palate on the outer side. The mucous membrane of the lip is separated from the 
muscle underlying it well out towards the nasal margin, and here the skin 
must be freely separated from its deep connexions. This is a very important 
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step in the operation, enabling the muscles and tissues of the outer segment to 
be brought across the gap. A deep suture brings the angle of the nostril inwards, 
as in the simple lip repair; the suture is left to be tied later. The gum defect must 
now be repaired. The planes of tissue are deeply dissected, strong adhesions in 
front of the cartilage of the septum being cut through. From the septum itself 
the soft tissues are easily separated, and this must be done very high up. The 
floor of the nose is then repaired, the first stitch being as far back as possible. 
The orbicularis oris is brought together with a wire suture similar to that for 
simple lip repair, and the remainder of the operation is as for the lesser operation. 

The whole article is illustrated by 61 diagrams and photographs, which must 
be closely studied to understand the technique fully. Veau ends by emphasizing 
the especially delicate nature of the work, which should not be undertaken except 
by those who have trained themselves to think in half-millimetres. 


Artuur E. Brown. 


CONGENITAL DISLOCATION OF THE HIP. 

M. Camera, Turin: “Ma derniére technique dans la bifurcation de Vextrémité 
fémorale lurée”’, Revue dorthopédie et de chirurgie de Vappareil moteur, 
November, 1935, page 738. 

Tue author points out that in the well-known Lorenz bifurcation operation for 

congenital dislocation of the hip joint it is essential to place and to maintain 

the sharp end of the shaft of the femur in the acetabulum. This cannot be 
achieved unless permanent abduction of the shaft of 45° to 60° to the upper 


Fig.2 


adducted fragment is obtained. This, however, has a harmful influence on the 
statics of the vertebral column and the pelvic tilt, and places a strain on the 
knee and ankle joints so that a limp always remains. He recommends that the 
self-locking osteotomy of Mommsen-Tavernier be used (Figures 1 and 2). A 
rectangular groove is cut into the proximal fragment and a rectangular tongue 
(or, rather, a tooth) in the shaft fragment, which is then forced solidly into the 
medullary canal of the former (Figure 1). In order to obtain the adduction 
of the upper fragment, which, of course, is absolutely essential, traction is 
exerted on the great trochanter with a strong Langenbeck hook which tilts the 
eut surface of the proximal fragment so that it points into the acetabulum. In 
order to avoid a redisplacement of this adduction tilt of the trochanteric fragment 
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the author strips off the vastus externus aponeurotic origin from the bone (see 
Figure 2). The limb is then immobilized in a plaster of Paris spica. 

Finally, in order to equalize the limbs, the author shortens the unaffected 
femur (Figure 3). He has used the method in seventy cases. This operation 


appears to eliminate the not infrequent difficulty of preventing slipping and 
displacement of the two divided fragments following any _ subtrochanteric 
osteotomy. 

THOMAS KING. 


SYMPATHETIC OPHTHALMIA. 
Dr. Béla Waldmann: “Concerning the Circumstances that Relate to the Appear- 
ance of Sympathetic Ophthalmia and the Lessons they Teach”, Archiv fiir 
Augenheilkunde, December, 1935, page 441. 


In 1933 Waldmann expressed the opinion that sympathetic ophthalmia was a 
disease of ectogenous origin, and that the exciting cause spread from the nasal 
accessory sinuses via the pia mater of the optic or the ciliary nerves to the other 
eye. He produced statistics in support of this theory. They concerned 69 cases, 
mainly from Professor E. von Grosz’s clinic. Of these, 53 developed during 
the “grippe’’ months of October to April, and only 16 in the warm months, when 
influenza is less common. 

In this paper the report of answers to a questionnaire to various clinics 
in other countries is included. Only ten replies were received, and they concerned 
124 cases observed during the last ten years. It is of interest to note that the 
average incidence in large eye departments is one case among every 10,000 new 
patients. Professor Porter, of New Orleans, had seen no case in the previous 
ten years, that is, amongst 34,251 out-patients. When the cases reported as a 
result of the questionnaire are added to those of 1933 the total is 193; of these, 
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75% developed during the months October to April. In Professor Meller’s clinic 
the percentage was 86. 

Iritis serosa, an inflammation following cataract extractions, shows a similar 
seasonal variation. Of Waldmann’s ten cases, and of 15 reported by Schieck, 
none occurred between May and September. It is of interest to recall that the 
cold months have since very early days been considered unfavourable for cataract 
extractions in India, Arabia and the East Indies and for several hundred years 
in Hungary. Eversbusch described swelling of the side of the nose corresponding 
to the injured eye when sympathetic ophthalmia was about to develop. Other 
relevant statements are included by the author. 

Of the cases of sympathetic ophthalmia, 40% developed after cataract 
extraction. This and the development of iritis serosa are most common in the 
presence of soft lens matter. The appearance of headaches, of vomiting and of 
ear noises et cetera, may be associated with the development of these ocular 
diseases. Optic neuritis and a “serous retinitis” are common findings. Their 
development is not necessarily a proof that the infection spreads along the sheath 
of the optic nerve. 

The value of preventive enucleation was brought out by a report from Berlin. 
Of 12 eyes which appeared to have no sign of sympathetic involvement at the 
time of enucleation, four showed typical signs of sympathetic inflammation in the 
excised eye. 

In another clinic three instances of “sympathetic” inflammation appeared 
at intervals of thirteen, twenty-one and thirty-eight days after evisceration. The 
author considers that such an occurrence depends on the incompleteness of the 
evisceration, a portion of uvea remaining and forming a nidus for the organism 
concerned. 


FU PROSTATECTOMY. 


V. Richer, Lyons: “La prostatectomie de Fiiller, indications, technique, resultats”, 
Journal d’Urologie, January, 1936, page 5. 


Fititer, of New York, published in 1895 his technique for suprapubic 
prostatectomy, and Richer is now bringing this operation again to the notice of 
surgeons, claiming that it gives better results than does any technique of the 
present day. For some years he has adopted Fiiller’s technique exclusively in 
all cases requiring prostatectomy, using one or two stages as the ordinary 
indications direct. It provides good drainage in infected cases, and is striking 
in its rapidity of healing. 

The patient lies in a modified Trendelenburg position, with the legs wide 
apart, and the penis and scrotum are drawn to the right, the scrotum being clipped 
to the skin of Scarpa’s triangle on the right side. Towels are arranged to leave 
the operation field from the umbilicus to the perineum as one field, from which 
the penis and scrotum and also the anus are excluded. A _ perineal incision 
is made in the left ischio-bulbar triangle, just long enough to admit the index 
finger of the right hand; the finger is pushed into the incision and works through 
the fat and fascia towards the prostate, which it need not, however, reach. 
Suprapubic prostatectomy is then performed, much as in Freyer’s operation, and 
a pack is put into the cavity on a long curved forceps and held there for some 
minutes, while with another forceps and swab the bladder is carefully cleaned of 
clots. The prostatic pack is then removed, and a long curved forceps is guided 
down into the cavity. The left index finger is then inserted into the perineal 
incision, and feels the point of these forceps against the left wall of the cavity. 
The forceps are forced through this wall and pushed out through the perineal 
wound, where they pick up a drainage tube and bring it back into place in the 
bladder. This tube should be of about 24 to 26 gauge French, and should have 
two lateral openings; one of these lies in the prostatic cavity, and the other in 
the bladder. The tube is fastened to the edges of the perineal wound by a suture 
which also closes the wound. A drainage tube, 30 French gauge, is put into the 
bladder through the suprapubic opening also, and the wound is closed as com- 
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pletely as possible round it. Richer states that he has tried to do without 
this tube, but finds that healing is not hastened by doing so, and that there is more 
trouble if large clots form, as generally happens. No dressing is applied to the 
perineal wound, but only a dusting powder. 

After the operation the patient is given drinks early. No sedative is needed 
or given, as pain is slight, and sedatives usually diminish the urine output. 
Injections of serum and ergotin are given to assist in warding off bleeding, and 
Richer has used “Coagulen” in the cavity, but has no decided views as to its 
value. Washing out of the bladder is not done unless there are clots in the 
tubes. Drainage is mainly by the perineal tube, and the suprapubic tube is 
removed early, from the third day. When bleeding ceases, the perineal tube is 
also removed, and is replaced temporarily by a urethral bougie. This is often 
on the fifth day, and the wounds are frequently quite healed by the eighth. 
There is never any difficulty in the healing of the perineal wound, and the supra- 
pubic wound heals more easily the earlier it is freed of its tube. 

With this method the prognosis as to life is the same as by any other 
method; but the rapidity of healing and the shortness of convalescence are the 
striking features of this technique. In four patients the wounds have been 
completely healed in eight days, in many between eight and twelve days. No 
other method or technique will give the same swift result with the same safety. 


ARTHUR E. Brown. 


VESICAL CALCULUS IN SouTH CHINA. 


K. Boshamer: “Blasenstein in Siid China”, Zeitschrift fiir Urologie, January, 1936, 
Volume xiii, Number 1, page 18. 


BosHAMER states that all surgeons commencing work in the central parts of 
South China, as well as in Indo-China and Siam, are struck by the frequency 
of vesical calculus in patients in the second to the fourth decades of life. Bladder 
stones are met there varying from the size of a cherry to that of an apple, and 
they may be multiple. Urethral calculus is also fairly common. On the other 
hand, renal and ureteric calculi fall completely into the background. Almost 
without exception these sufferers belong to the poorest grades of society. The 
especial frequency of vesical calculi in the province of Kwangsi, in which the 
author works, is explained, to his mind, by the fact that it is the poorest province 
of China. Renal calculus, on the other hand, he found only in the richest 
classes, and in these cases the stone is nearly always composed of urates. The 
diet of the poor folk consists mostly of boiled polished rice. Several dishes of 
this grain form the daily ration for each person. Fruit, milk, meat and vegetables 
are only seldom consumed, and then in very small amounts. One meal’s ration 
of meat for a rich person in Kwangsi is nearly a quarter of a year’s ration for a 
poor man. For soldiers during wartime, particularly during battles or on long 
marches, when the transport of food is difficult, rice forms the exclusive diet. 
Hot water (tea is only seldom available) is in such conditions the only liquid 
refreshment. Naturally, in such campaigns a great number of soldiers have to 
drop out suffering from beri-beri. Not only is vitamin B, but also vitamin A, 
insufficient in amount in such a diet. Other foods, being seldom obtainable and 
then only in small quantities, cannot make up this vitamin deficiency. The author 
quotes the researches of many workers in regard to the connexion between stone 
formation and the relative or complete absence of vitamin A from the food. The 
explanation of stone formation in these cases lies in the lowering of resistance 
to the organisms of infection, so that severe bladder inflammation arises, and 
desquamated epithelium forms nuclei for stone formation. It was noted, the 
author quotes, by Van Leersum and Pearlmann that on a diet containing no 
vitamin A, 24% of their experimental animals developed vesical calculi. In 
another group, in spite of the presence of bladder infection, no vesical calculi 
appeared when the rats were kept on a normal diet. The author is inclined 
to explain the great frequency of vesical calculi in South China along the lines 
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of the results of these experiments. He further found that in all his cases 
the operation wounds showed very poor tendency to healing if the diet was not 
regulated, and the bladder infection would not disappear until vitamins were 
added to the diet. An interesting case is quoted in this connexion. A patient 
was operated on three times in the course of five years for vesical calculus; each 
time the recurrence commenced fairly soon after operation. The surgical care 
undertaken elsewhere had, however, not included regulation of the diet in order 
that sufficient vitamins should be included. The author, after the last operation, 
saw to it that the patient’s food every day included milk, wheat porridge, 
vegetables, fruit and eggs. The bladder inflammation disappeared in a very short 
time, and the patient has since shown no tendency to recurrence of the calculi. 
It is understood that neither in this case nor in any of the other cases of vesical 
calculi referred to in this series was there any organic obstruction to the urinary 
outflow. Since the occurrence of the case, which was seen by the author soon 
after he began work in South China, attention to the dietary has prevented 
recurrence of stone in patients operated on by him. 


R. J. SILVERTON. 


Reviews. 
DISEASES OF THE PERIPHERAL ARTERIES. 


The Diagnosis and Treatment of Diseases of the Peripheral Arteries. By 
Sau S. SAMUELS, A.M., M.D.; 1936. London and New York: Oxford University 
Press. Demy 8vo, pp. 254, with 51 illustrations. Price: 12s. 6d. 


DurinG the past decade there has been a greatly increased interest in peripheral 
arterial disease. Dr. Samuels has been an enthusiastic worker in this branch 
of medicine and his recently published book is based on his experiences in the 
management of over three hundred and fifty cases of thrombo-angiitis obliterans 
and of a larger number of cases of peripheral arteriosclerosis. It is a good book, 
the subject matter is clearly presented and pleasantly easy to read. While 
discussing adequately the views of other authorities, Dr. Samuels lays the greatest 
stress on those methods of diagnosis and treatment which he himself has found 
of most value. The book is divided into ten chapters. The first chapter deals 
mainly with the classification of the peripheral arterial diseases. Dr. Samuels 
advocates the simple classification into (i) the organic obstructive diseases and 
(ii) the conditions of vasomotor imbalance. He agrees that there is often a 
vasomotor element in obstructive arterial disease, but thinks that recently there 
has been a tendency to over-estimate its importance. In the following chapters 
are discussed the symptoms and the objective findings of occlusive arterial disease 
in the extremities, and the use of oscillometry. These are very well written, 
especially the chapter on objective findings. It will be apparent that the diagnosis 
of occlusive arterial disease can be made almost always by simple clinical 
methods of examination. 

The chapter on thrombo-angiitis obliterans is excellent, and covers history, 
etiology, pathology, treatment, complications, differential diagnosis and case 
reports. Dr. Samuels believes that the direct cause of this disease is not yet known, 
but he is convinced that smoking is “an essential aggravating factor in the 
development of the disease’; he also stresses the fact that “persistence in the 
habit of smoking by these patients is one of the chief reasons for the failure of 
any of the various methods of therapy”. The section on treatment illustrates the 
changed viewpoint in this disease. Dr. Samuels believes that extreme conservatism 
in treatment is obligatory, because these patients, properly managed, have a 
remarkable capacity for developing an adequate collateral circulation in the 
affected limb. His case reports certainly show what can be accomplished by 
conservative treatment in the most advanced stages of the disease. Dr. Samuels’s 
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plan of treatment is simple and practical, and is described in such minute detail 
that no one should have any difficulty in carrying it out. Repeated intravenous 
injections of hypertonic saline solution form an important part of the treatment, 
and their effectiveness is stressed. The intravenous use of “T.A.B.” vaccine for 
the relief of pain is not recommended. This has been a favoured form of therapy 
in other clinics. Dr. Samuels condemns operations on the sympathetic system 
because vasomotor changes are present to any great extent only in the early stages 
of the disease, when excellent results can be obtained by simpler procedures. 
Recent reports from other clinics show that sympathetic ganglionectomy is being 
done less and less often. 

The differential diagnosis of peripheral arterial disease is clearly presented. 

The chapter on arteriosclerosis obliterans is also very good. After dealing 
with the etiology, pathology, symptoms and objective findings, Dr. Samuels gives 
a lucid and detailed account of his methods of treatment; these are simple and 
practical. He points out that conservative treatment, while not as successful as 
in thrombo-angiitis obliterans, often yields very gratifying results. The special 
problems of diabetic gangrene are stressed. 

The chapters on Raynaud’s disease and erythromelalgia are rather dis- 
appointing. Brief mention is made of a new syndrome—essential thrombophilia. 

The last chapter on the medico-legal aspects of peripheral arterial disease 
is of great interest and importance. 

There is a good bibliography at the end of each chapter. 

We can recommend Dr. Samuels’s book to all those who have to care for 
patients with peripheral arterial disease. 


A CLINICAL JOURNAL FOR WESTERN AUSTRALIA. 


Western Australian Clinical Reports. Volume I, Number 1; July, 1936 (issued 
twice yearly under the direction of the Honorary Staff of the Perth Hospital). 
Medium 8vo, pp. 96. Annual subscription, 10s. 6d.; single numbers, 6s. net. 


In welcoming the first number of Western Australian Clinical Reports, we con- 
gratulate the editor and his collaborators on their enterprise. 

Western Australian Clinical Reports is the first medical journal to be published 
in Western Australia, and it will undoubtedly fulfil a long felt want. This journal 
should become the medium for the expression of the best medical and surgical 
thought in our sister State. Judging from the standard of the first issue, its 
sponsors realize the importance of the work which lies ahead of the journal. We 
wish the publication every success. 


GENITO-URINARY SURGERY. 


Surgical Diseases and Injuries of the Genito-Urinary Organs. By Sir Joun 
THOMSON-WALKER, D.L., M.B., C.M., F.R.C.S.E.; 1936. London, Sydney and 
Melbourne: Cassell and Company, Limited. Royal 8vo, pp. 949, with 283 
illustrations. Price: 50s. net. 


SuRGEONS will welcome the second edition of “Surgical Diseases and Injuries of 
the Genito-Urinary Organs”, by Sir John Thomson-Walker. Since the publication 
of the first edition in 1916 there have been such advances in the science of 
urology that it has been necessary to make considerable additions to the text. 
Despite this, by careful selection of the material at his disposal and by confining 
himself to matters of practical rather than theoretical interest, the editor (Kenneth 
Walker) has avoided making any great increase in the size of the book. In his 
task he has been fortunate in having the active help and cooperation of the author. 
The arrangement of the book, as in the first edition, is based on an anatomical 
classification, and this renders it readily accessible for reference purposes. 
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The advances made in X ray examination and pyelography are adequately 
dealt with. New work associated with prostatic enlargement, renal tuberculosis 
and bladder tumours has necessitated the rewriting of these chapters. Though 
the increased popularity of the Harris operation is recognized, the opinion 
expressed is: “This operation is still on trial, but the results have been 
encouraging in good risk subjects.” With regard to the vexed question of tuber- 
culous bacilluria, the view taken is that the condition might occur in cases of 
pulmonary tuberculosis without a tuberculous lesion of the kidneys being present. 
But, when pus is present, even in microscopic amount, it is proof that there is a 
tuberculous lesion; where it is absent and closed tuberculosis can be excluded, 
there is no surgical tuberculous lesion of the kidney. Insertion of radon seeds 
through an operating cystoscope is recommended as the most satisfactory form 
of treatment in inoperable malignant disease of the bladder. Because of difficulties 
in technique and the risk of calculous formation, many surgeons would favour 
open diathermy combined with the insertion of radium needles and suprapubic 
drainage. 

New chapters have been added on renal function tests, transurethral 
operations, obstruction at the bladder neck, impotence aud sterility. The chapter 
on perurethral prostatic resection is excellently done by Kenneth Walker. He 
points out that it should be realized that the perurethral approach is not a general 
substitute for prostatectomy, but is rather a method o,; treatment applicable to 
special types of cases or to special circumstances. He believes that about 25% 
of patients with prostatic obstruction may be found suitable for this form of 
treatment. The X ray plates are well reproduced, aad nearly three hundred 
illustrations are incorporated in the text. 

This book maintains the standard set by the author in the first edition, and 
is characterized by sound and logical teaching. It may well be described as the 
standard textbook of British urology, and no one interested in genito-urinary 
surgery can afford to be without it. 


ORTHOP/EDIC SURGERY. 


Orthopzedic Surgery. By W. Mexrcer, M.B., Ch.B., F.R.C.S., F.R.S.; Second Edition; 
1936. London: Edward Arnold and Company. Royal 8vo, pp. 917, with 
illustrations. Price: 40s. net. 


“OrtTHoPpzpic Surcery”, by Walter Mercer, is a short, concise handbook. It is 
well printed and illustrated. The subject matter is, on the whole, well arranged 
and satisfactorily indexed, and at the end of the book there is a comprehensive 
bibliography. 

Written by a general surgeon, who follows the Edinburgh tradition that all 
specialists must be general surgeons and, presumably, all general surgeons 
specialists, the book reflects, as indeed its author intends it should, the general 
surgeon's outlook. 

Those subjects which by common consent lie on the borderland between the 
general surgical and the specialist domains, bulk largely in the book, and are 
adequately dealt with; but there is a tendency to stress them at the expense 
of the more intrinsic orthopedic aspects of the work. Nine pages are devoted 
to dealing with the subject of cervical rib and the recently described scalenus 
anticus syndrome, and there is a section on acute infection of the hand, but the 
fact that the human foot is subject to other congenital deformities besides talipes 
equino-varus is not even mentioned. 

Rather much stress is laid on the operative side of treatment, and the 
important part played by carefully planned physical therapy and occupational 
therapy in the restoration of function is missed. The subject of muscle training 
is given nineteen lines, «znd indicates a suggested definition or description of 
muscle reeducation with which no experienced orthopedic surgeon would agree 
and which would mislead any neophyte. The trained orthopedic surgeon will 
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note the absence of stress on the goal of function in treatment which he has 
learned to look upon as his lodestar. 

A few words on the method of using a Thomas wrench, of measuring for 
and fitting a Thomas bed knee splint and a Thomas caliper, according to ordinarily 
accepted standards, are certainly needed in a work of this sori, which is written 
presumably especially for Edinburgh students and graduates. Mr. Mercer’s method 
of using a Thomas caliper in the treatment of the convalescent stage of tuber- 
culous disease of the hip and knee will not commend itself to orthopedic surgeons; 
it sounds clumsy, and the use of pattens as described must add considerably 
to the discomforts and difficulties of convalescence. 

The chapter on affections of the foot is written along conventional lines, and 
the pleasure of finding a short description on metatarsus primus varus, and a 
recognition of its influence in the etiology of halluxr valgus, is somewhat tempered 
by the failure of the author to take any note of this factor in his description 
of the operative treatment of hallux valgus or to mention Truslow’s important 
paper on the subject. In any further edition of this work it would be well to 
specify exactly the position of the os intermetatarseum; in the present work the 
matter is left in some doubt. Another aberration in anatomical description that 
needs correction is the statement to be found in the description of Sever’s 
operation for the correction of the deformity following obstetric palsy, that the 
tendon of the subscapularis swings round the head of the humerus to the great 
tuberosity. 

Every writer of a work on surgery should realize that his book is likely 
to be quoted authoritatively in medical legal actions, particularly in those dealing 
with fractures. In this connexion the statement that in its early stages delayed 
union of fractures requires no active treatment, and the recommendation to use 
a Jones humerus traction splint after step-cut operations on the humerus, are 
not likely to meet with general acceptance. 

These are some of the shortcomings in the work which contains many 
good features. A well written chapter on general affections of the skeleton 
includes a short but valuable description of the reticulo-endothelial disturbance 
of bone, which, whilst it is of more general surgical interest, will prove of value 
to orthopedic surgeons. There is a good chapter on affections of bones and 
another on circulatory disturbances of the extremities. 

This is a book which cannot be recommended to students and general 
practitioners, or even to general surgeons who may wish to study or practise 
orthopedic surgery. It will be of value to the trained orthopedic surgeon for 
its revision of the general surgical aspects of his work; and, if it produces in 
him the chastening thought that few, if any, of his kind could write a work of 
corresponding merit on general surgery, it will also have done good work. 


NASAL ALLERGY. 


Allergy of the Nose and Paranasal Sinuses. By F. K. Hanset, M.D., M.S.; 1936. 
St. Louis: The C. V. Mosby Company. Melbourne: W. Ramsay (Surgical) 
Proprietary, Limited. Super royal 8vo, pp. 820, with illustrations. Price: 
63s. net. 


Tuis book by Professor Hansel is a most comprehensive and exhaustive survey 
of a difficult and complicated subject. 


Everything appertaining to allergy has been fully examined and discussed. 
The references to literature are beyond expectation. For instance, at the end of 
the eighth chapter they number 232, and in other chapters over 100 references 
are not uncommon. 

The subject of allergy is one which is gaining increasing prominence in 
the medical literature not only of specialists, but of the general practitioner. 
There is reason to think that the nose and throat are the sites of allergic mani- 
festations rather more frequently than has been hitherto appreciated. Perhaps 
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increasing knowledge of the condition will lead to important modifications of 
treatment. Although this book is addressed more particularly to specialists in 
diseases of the nose and throat, this by no means represents its purview. Very 
informative chapters on hay fever, asthma and gastro-intestinal conditions are 
included. 

We earnestly recommend this book to specialists and indeed to all interested 
in allergy who feel that they would like to have a complete presentation of the 
subject in the light of present knowledge. The author does not give his own 
views to any great extent, but leaves the reader to make his own deductions 
from the enormous wealth of material presented. The book is beautifully bound 
and illustrated. 


FASCIZZE OF THE BODY. 


Fasciz of the Human Body and Their Relations to the Organs They Envelop. 
By Epwarp Sincger, M.D.; 1935. Baltimore: The Williams and Wilkins Com- 
pany. Crown 4to, pp. 116, with 24 plates. Price: 13s. 6d. net. 


In a very well produced book Dr. Singer, of the Department of Anatomy of 
Columbia University, has described the fascie of the body. While we agree that 
these play an important part in surgery, the student should be taught that under 
pathological conditions the anatomy may be altered. We are unaware of the work 
referred to in the preface regarding the anthropological significance of the fascie. 
The author states that “a special method of dissection was employed”. No 
description of this method is given, nor is it stated how many specimens were 
dissected. 

The account of the fascie of the limbs is good, but that of the neck and 
face is open to question. The pelvic fascia is dealt with very perfunctorily, and 
the incorrect labelling of the obturator internus muscle in Plate 18 confuses this 
subject still more. The coverings of the testicle are described in elaborate detail, 
but we believe the description to be inaccurate. The references are scanty and 
do not include any to the work of Poirier. 


A TEXTBOOK OF SURGERY. 


A Text Book of Surgery by American Authors. Edited by FrepericK CHRISTOPHER, 
B.S., M.D., F.A.C.S.; 1936. Philadelphia: W. B. Saunders and Company. 
Melbourne: W. Ramsay (Surgical) Proprietary, Limited. Royal 8vo, pp. 1,608, 
with 1,349 illustrations. Price: 63s. net. 


Tue editor of this textbook of surgery has set out with the idea of collecting 
all the recognized authorities on special subjects, no matter how small that 
subject may be; and how well he has succeeded is seen by glancing at the list 
of over 180 contributors, which contains the names of most of America’s leading 
surgeons. 

This system has many advantages, in that all the material in the book is 
absolutely modern, many of the references being to articles appearing in 1935, and 
is definitely the view of a person experienced in his particular subject. There 
is a pleasing absence of obsolete but time-honoured treatments and theories which 
continue to appear in some textbooks. 

One of the defects is the inevitable unevenness of the articles, some being 
written almost for the specialist, while others seem to be for the undergraduate. 
The editor has carefully managed to prevent redundancy, which is a fault usually 
found in this type of book. 

It is almost invidious to pick out special articles from such a collection, but 
Smith-Petersen’s account of pain in the back is extremely practical and a subject 
which is not usually well treated. 
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Most of the section on fractures and orthopedics is very good, and includes 
a very fair presentation of the operative treatment of fractures. Geschickter’s 
contribution on tumours of bone is authoritative and concise, although he gives a 
more optimistic prognosis than most surgeons would be prepared to give. 

The section on ductless glands, particularly the thyreoid, accords with 
Australian teaching, but naturally includes Plummer’s classification in preference 
to Dunhill’s views. The names of Koch, Mason and Bunnell are sufficient to 
indicate the high standard of the article on infections and tenoplasties of the hand. 

Peripheral vascular disease by Holman gives all the latest advances in 
treatment, and is much more fully treated than in most books. 

The surgery of the sympathetic nervous system is excellent, particularly 
because of its conservative tendency, which is most advisable in a textbook of 
this kind when dealing with a subject as incompletely understood as is this 
system. 

The surgery of the chest, with its indications, contraindications and com- 
plications, is well handled. 

Hertzler has written the section on peritonitis in his usual racy style; and 
Wangensteen writes on intestinal obstruction, giving a résumé of present-day views 
on its physiology and treatment. 

The section on the gastro-intestinal tract includes articles by Balfour, Rankin 
and Whipple, which are very sound. 

The genito-urinary section gives slightly undue prominence to strictures and 
kinks of the ureter, which are apparently much more commonly encountered in 
America than in Australia. Failure to mention the Harris technique in 
prostatectomy is one of the few serious omissions in the book. It is also interesting 
to see that only mild support is given to transurethral resection. 

It is impossible to mention all the good things in this book; not least among 
them are the illustrations, many being line drawings which save much description. 

The book can be thoroughly recommended, and the editor, Christopher, is 
to be congratulated on having produced an authoritative account of modern 
American surgery. 


BONE TUMOURS. 


Tumors of Bone (Including the Jaws and Joints). By C. F. Gescnickrer, M.D., 
and M. M. CopeLanp, M.D.; revised edition; 1936. New York City: The Ameri- 
can Journal of Cancer. Super royal 8vo, pp. 832, with 525 illustrations. 
Price: 42s. net. 

Tus book is a revised edition of that published in 1931. Part of it has been 

rewritten, and considerable additions, including follow-up reports, have been made. 

It is an excellent volume for reference, and will be found of great assistance to 

surgeons and especially to radiologists. Forewords on the interpretation of clinical 

findings and on the rules for diagnostic and therapeutic procedure in bone lesions 
are given by Dean Lewis and the late J. C. Bloodgood respectively. 

A great deal of information is contained in the various sections, and in 
most of them there is an interesting and valuable historical introduction. The 
descriptions of the gross, microscopic and radiological appearances are clear and 
concise. 

The text is well set out and the style is easy. The print is very clear and 
on good art paper. The illustrations, particularly the photographs of gross 
specimens and the reproductions of skiagrams, are very good. Excellent diagrams 
showing tumour distribution will be found to be most useful. There is a good 
index. 

The term tumour is obviously used throughout the text in the purely clinical 
and not in the pathological sense, and important sections of the book deal with 
cysts, exostoses et cetera. Ganglion is described as a “cystic tumor”. 

The paucity of references to the literature is disappointing, for, though the 
book is intended to be a review of cases examined by the authors, we feel that 


334 Tue AUSTRALIAN AND New ZEALAND JOURNAL OF SURGERY. 


many problems raised in recent literature could be illuminated by the writers 
from their undoubtedly large experience. The illustrations of microscopic sections 
are also disappointing in many cases; despite their superficially striking appear- 
ance, detail valuable to a pathologist has been lost. There are occasional errors, 
for example, on page 69 the cross reference to page 713 should be to 717. 

On the whole, the book is a good one, and should be read by all those 
interested in bone tumours. 


PRACTICAL SURGERY. 


A Short Practice of Surgery. By H. Batey, F.R.C.S., and R. J. McNeIrLi Love, 
M.S., F.R.C.S.; Third Edition; 1936. London: H. K. Lewis and Company, 
Limited. Demy 8vo, pp. 1004, with 763 illustrations, of which 88 are coloured. 
Price: 28s. net. 


Tue third edition of “A Short Practice of Surgery’, by Hamilton Bailey and 
R. J. McNeill Love, has been published. That, since 1932, when the book was 
first published, three editions should have been required, shows that this work—a 
concise survey of general surgery—has filled a want, and is a popular work 
with those for whom it is intended, namely, surgeons, general practitioners and 
students. The authors have spared no efforts to bring the book up to date. 
Additions have been made to nearly every chapter. Many new illustrations have 
been added. For the student, this is a very easy book to read, for it is written 
so simply and, as it were, from actual practice. There is hardly a wasted word 
in the book, and although most of the subjects are treated very succinctly, it is 
difficult to find anything of importance that is not included. The fact that a 
work such as this is being kept constantly up to date by the publication of fresh 
editions, is of great importance to the student. There is no doubt that this book 
is essential for the student of surgery, not alone to impress on him the basic 
principles and essential facts in surgery, but as an aid to give him perspective in 
his wider reading of surgical literature. 


AN OLD REMEDY REVIVED. 


Narrative of an Investigation Concerning an Ancient Medicinal Remedy and its 
Modern Utilities: The Symphytum Officinale and its Contained Allantoin. 
By C. J. Macatister; 1936. John Bale, Sons and Danielsson, Limited. Crown 
8vo, pp. 60. Price: 2s. 6d. net. 


In his booklet, entitled “Narrative of an Investigation Concerning an Ancient 
Medicinal Remedy and its Modern Utilities’, Dr. Charles J. Macalister gives an 
account of some experiments carried out by him on the treatment of ulcers, both 
benign and malignant, with an old herbal remedy Comfrey, or, to give it its 
scientific name, Symphytum officinale. 

Comfrey has been used since time immemorial to hasten the healing of 
wounds. It contains a large percentage of mucilage, of which, as Pliny tells us, 
“the roots be so glutinate that they will solder or glew together meat that is 
chopt in pieces, seething in a pot, and make it into one lump”. Comfrey crushed 
had a great vogue, being applied as a poultice to broken bones, the union of which 
it was said to hasten. 

Dr. Macalister was led to investigate the medicinal virtues of Comfrey by 
reading the account of a case of tumour of the nose and antrum reported in 
The Lancet of 1896 by Professor William Thompson, then President of the Royal 
College of Surgeons, Ireland. The growth recurred after operation, and was locked 
upon as inoperable. The man was sent home as incurable, and in three 
months returned without any sign of the growth, and stated that he had applied 
poultices of Comfrey. After the first operation the growth was diagnosed by a 
leading pathologist as a round-celled sarcoma. 
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Macalister’s experiments, carried out at first with a strong infusion of the 
root in a case of rodent ulcer, were so promising that he asked Dr. Titherley, 
the Lecturer on Organic Chemistry at the University of Liverpool, to isolate the 
active principle of the Comfrey. This investigation resulted in the isolation of 
an unidentified crystalline body closely resembling allantoin. Some allantoin 
prepared from uric acid was then used, and proved to be a stimulant of cell 
proliferation. This substance, which is present in the allantois in fetal life, is 
said to have a great influence on the growth of the fetus. In the Comfrey rhizome 
the amount of allantoin is also greatest at the time of greatest growth. 

Macalister describes interesting experiments on plants which he treated by 
injecting solution of allantoin into the roots and stems, with remarkable effects 
on the growth of the plants. His clinical observations on the effects of solutions 
of allantoin on the healing of ulcers in paralytic and diabetic cases are worthy 
of attention, and the results in the treatment of burns are striking. Again, in 
gastric and intestinal ulceration the administration of the mucilaginous infusion 
of Comfrey root, reinforced with some of the saturated solution of allantoin, is 
said to have given great relief. In the treatment of malignant conditions, the 
results, while interesting and deserving further study, were inconclusive. 

The administration of allantoin in febrile conditions was found greatly to 
increase leucocytosis, and the polynuclear cells showed an increase of from 5% 
to 15%, and this fact was made use of in the treatment of pneumonia with 
benefit and an early crisis. 

An interesting observation comes from America in regard to allantoin. The 
benefits of the application of the maggots of certain flies in the treatment of 
wounds is in part due to the allantoin given off by the maggots. As a result 
of this observation, some surgeons are replacing the use of maggots by the 
application of allantoin solution. 

This little book opens up quite a large and promising field for investigation 
amongst the old herbal remedies which have been overlooked and buried in the 
flood of chemical synthetic remedies with which the modern surgeon is inundated. 
Perhaps the “wonderful tales of the herbs of our fathers of old’, of which Kipling 
sang, may prove as true as they are wonderful, and help to solve some of our 
modern problems of treatment. 


F2otices, 


PRIMARY FELLOWSHIP EXAMINATION OF THE 
ROYAL COLLEGE OF SURGEONS OF ENGLAND. 


Tue Council of the College wishes to announce that a primary examination in 
anatomy and physiology will be held during November-December, 1937, in 
Melbourne, Sydney and Dunedin, under the following conditions: 

The papers will be written simultaneously in all three centres, beginning on 
Monday, November 29, 1937, and the viva voce part of the examination will 
begin in Melbourne during the same week; in Sydney during the week following 
that in which the papers are written; in Dunedin during the second or third week 
after the written papers. 

The result will be announced at the termination of the examination in each 
centre. 


The examination is open to candidates who are graduates or undergraduates 
of the medical faculty ef any university recognized by the Royal College of 
Surgeons of England, and who comply with the conditions of the regulations. (The 
recognized universities in Australasia are the Universities of Adelaide, Melbourne, 
Sydney and Dunedin.) 
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Copies of the regulations, forms of application for admission to the 
examination, and the schedule of the certificates required may be obtained, free 
of charge, from the Secretary, the Royal Australasian College of Surgeons, Spring 
Street, Melbourne, C.1. 

Completed forms of application, together with the certificates required by the 
regulations, must reach the Secretary of the Royal Australasian College of 
Surgeons not later than Saturday, July 31, 1937. 

The fee for admission to the examination, or reexamination, is £25 sterling, 
which must be paid to the Secretary of the Royal Australasian College of Surgeons 
not later than Monday, November 1, 1937. 

Candidates who withdraw from the examination, owing to any cause 
whatsoever, after they have paid their fees will be refunded half the amount of 
the fee which they have paid. 

All inquiries concerning the examination to be addressed to the Secretary, 
the Royal Australasian College of Surgeons, Spring Street, Melbourne, C.1. 


THE BRITISH POST-GRADUATE MEDICAL SCHOOL. 


Tue College wishes to draw attention to the announcement of the British Post- 
Graduate Medical School on page xxx of the advertisements. 


NEW DEVELOPMENTS IN SURGICAL EQUIPMENT. 


THE attention of Fellows is drawn to pages xviii and xxvi among the advertise- 
ments, which illustrate some recent developments in surgical equipment. The 
Editorial Committee is responsible for the selection of the equipment illustrated 
thereon. The publishers will be pleased, whenever possible, to supply the names 
and addresses of the manufacturers to anyone requiring such information. 


Editorial W2otices. 


EpIToRIAL communications should be addressed to the Chairman of the Editorial 
Committee, 57 Collins Street, Melbourne, or to any member of the Editorial 
Committee. It is understood that original articles forwarded for publication 
are offered to THE AUSTRALIAN AND NEW ZEALAND JOURNAL OF SurRGERY solely, 
unless the contrary be stated. 

Reprints can be supplied at cost price; the minimum number is fifty copies. 
Orders for reprints must be given when the proof is returned. 

Exchange journals should be addressed to the Honorary Librarian, Royal 
Australasian College of Surgeons, Spring Street, Melbourne, C.1, Victoria, 
Australia. 

Business communications and remittances should be addressed to Butterworth 
and Co. (Aus.) Ltd., 8 O’Connell Street, Sydney. 
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COMMONWEALTH 


OF AUSTRALIA 


DEPARTMENT OF HEALTH 


TETANUS ANTITOXIN 
(CONCENTRATED) 


The attention of the medical profession is directed to the high quality of Tetanus 
Antitoxin which is being issued by the Commonwealth Serum Laboratories. 


The Laboratories issue only concentrated and purified Serum, 
which is of high potency and small volume. 


During the preparation of the concentrated serum those fractions of the protein 
content of the immune antitoxic serum which are most disposed to induce serum 
sickness, are eliminated. 


The concentrated serum contains in a very small bulk many thousands of 
| antitoxin units. Before issue it is carefully tested for unitage and sterility by methods 
which have the approval of the best authorities. 


The serum in its present form is a relatively stable product and is not disposed 
to precipitate or to produce serum sickness. It has been employed for routine use 
in the large Metropolitan Hospitals in Australia. 


Tetanus Antitoxin (concentrated) can be obtained in the following quantities: 


1 phial containing 500 units (U.S.A.) = 1,000 International units .... .. 1/6 
1 phial containing 1,500 units (U.S.A.) = 3,000 International units .. .. .. 4/- 
3 2,500 unit im ome package .. ss 0s se 
1 phial containing 5,000 units (U.S.A.) = 10,000 International units .. .. .. 11/6 
1 phial containing 10,000 units (U.S.A.) = 20,000 International units .. .. .. 20/- 


Supplies may be obtained from the COMMONWEALTH SERUM LABORATORIES, 
Royal Park, Victoria, and also from the following: Director-General of Health, 
Canberra; Chief Quarantine Officer (General), Anzac Square, Adelaide Street, Brisbane; 
Chief Quarantine Officer (General), Customs House, Circular Quay, Sydney, N.S.W.; 
Chief Quarantine Officer (General), Peel Chambers, Peel Street, Adelaide, S.A.; 
Chief Quarantine Officer (General), G.P.O., Perth, W.A.; Chief Quarantine Officer 
(General), Commonwealth Health Laboratory, Launceston, Tasmania. ] 


Supplies may also be obtained from The Director-General of Health, Wellington, N.Z. 


ANTI GAS-GANGRENE SERUM 


COMMONWEALTH SERUM LABORATORIES 
ROYAL PARK——VICTORIA——AUSTRALIA 


USES 
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HENRY FRANCIS & CO. 


PHARMACEUTICAL CHEMISTS 
Established in 1849 


specialise in 
Dispensing for Surgeons and Physicians 


The following solutions are in regular demand, and can be forwarded 
at short notice— 


1. Bonney’s Paint; 2. Mastisol ; 
3. Acriflavine Emulsion; 4. Sinclair’s Glue; 


and Intravenous Solutions (prepared with double-distilled water) to 
your formula. 


107 COLLINS STREET, MELBOURNE, C.1., VICTORIA 


Denyer’s Pedestal Base Operating Table 


Lateral Tilting Model with Oil Pump and Stainless Steel Top Built Entirely in Our Cwn Works/.ops 


@ DESIGN. — Perfected, through 
close association and co-opera- 
tion with able surgeons, to 
provide all positions used in 
modern surgery. 


@ MATERIALS.—Only such ma- 
terials as from actual practice 
have proved serviceable enter 
into the construction. 


@ GUARANTEE.—The value of 
any product is its capacity 
for service. Denyer tables are 
dependable in performance, and 
carry a_ lifetime guarantee 
against defective material. 


@ ACHIEVEMENT.—Denyer tables 
have been installed by princi- 
pal Hospitals in all States and 
New Zealand. 


— Price List with pleasure — 


DENYERS 


Pty. Led. 
264 SWANSTON STREET 
MELBOURNE, VIC. 
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THE 


SETTING A 


“SMITH” UNIVERSAL OPERATION TABLE 
NEW HIGH STANDARD OF SURGICAL EXCELLENCE 


PRECISION 
STRENGTH 


° 
STABILITY 
* 

100% AUS- 
TRALIAN 


Manufactured by: 


136 Grenfell Street, 
ADELAIDE. 


R. L. SMITH & CO. 


Designed to meet the requirements of modern 
surgery. 


Write us for full particulars. 


Sydney Agents: | 


X-RAYS LTD. 
19 Bligh Street, 
SYDNEY. 


Ether--Ideal Anzesthetic 


WOOLWICH and ELLIOTT brands of Anesthetic Ether 
and Ethyl Chloride (complying with all the tests of the 
B.P., 1932) are used extensively in hospitals throughout 
Australia. 


FAMOUS BECAUSE THEY SATISFY 


ANZESTHETIST .prefers an anzsthetic that is simple and flexible in its 
administration . . . low cost . . . easily transported. 

SURGEON «demands muscular relaxation and smooth anesthesia. 

PATIENT . .assured safety during the entire anesthesia and comfort in 


the induction and recovery stages. 


Specify WOOLWICH and ELLIOTT brands when ordering supplies 


through your wholesale house or Government Stores Department. 


Made in Australia by 


Woolwich-Elliott Chemical Co. Pty. Ltd. 


SCOTTISH HOUSE, 17 BRIDGE STREET, SYDNEY 
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INFUSION FLASK FOR BLOOD 
TRANSFUSION. 


(Der Chirurg, August 15, 1936, page 673.) 


Sterile infusion flask for blood trans- 
fusion ready for use. 


1. Flask filled with infusion solution. 
(b) = Glass helmet, (g) = spring which 
keeps the flask closed and sterile. 


2. Stand with infusion flask containing 
warm water. For the purpose of warm- 
ing the infusion a piece of tubing is 
passed through the warm water, the end 
of the rubber tubing with the attached 
cannula can be seen inserted into the 
vein. 


(From St. Josef’s Hospital in Sterkrade.) 


APPARATUS FOR ANASTHETIZING 
BODY CAVITIES. 


(Der Chirurg, August 1, 1936, page 635.) 


An apparatus for anesthetizing body 
cavities, especially the wsophagus and the 
larynx. Stiff instruments cause pain; 
especially when used in the larynx. This 
instrument is a rubber tube; one end is 
closed, and it contains a spiral to give it 
firmness. Attached to the upper end is 
an injector for administering local 
anesthetics. 


RIB SHEARS. 


(Der Chirurg, September 5, 1936, page 756.) 
A very powerful pair of rib shears, having a curved 
beak which adapts itself to the rib. 


These instruments are selected by the Editorial Committee, and the Publishers 
will be glad, whenever possible, to give the names of the suppliers to any subscriber. 
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Your engine is a Thoroughbred! Feed it the 
fuel it must have . . . Give it the RED! ... 
revel in its smooth, swift POWER .. . power 
like the punch of a pug... with a follow- 
through that means top-gear hill-climbing . . . 
and NEVER a KNOCK! ... Buy 5 gallons 
of knockless punching power and KNOW 
what your car can do at its best . . . Give it 


the RED! 


The spot of RED is your 
VISIBLE GUARANTEE 
that you are getting what you 
pay for—a higher anti-knock 
rating (and therefore greater 
Power and Mileage) than you 
will get from ANY ordinary 
petrol. 


, 
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English VAUXHALL 


Embodies all that is best in appearance 
and performance in the modern car..-. | 


Economical .. . 


VAUXHALL LIGHT SIX 
Smart appearance and 
performance with economy 
make this Vauxhall the 
perfect professional car. 


With all steel turret top. 


Dependable 


VAUXHALL BIG SIX 
You can rely on the Big 
Six to take you anywhere 
with the acme of comfort. 


Vauxhall 
Prices from 
£289 
to 


Distinctive . . . £585 


Plus Tax 
VAUXHALL 7-PASSENGER SALOON 


With dignity and luxury 
of appointment this car 
has proved itself a_ real 
thoroughbred. 


22 Flinders Street, S A Cc t E N FY PTY. Phone Cent. 899! 
Melbourne, C.! e e LTD. (8 lines) 
Vauxhall and Bedford are made entirely in England and Australia. 


Sold and serviced by dealers all over Australia. 
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The Australian & New Zealand 


Journal of Surgery 


HAVE YOUR COMPLETE SETS BOUND IN 

STRONG LEATHERCLOTH CASES WITH 

TITLE IN GOLD ON BACK FOR HANDY 
REFERENCE. 


The Illustration Depicts the Style. 


Price 
10/- nett 


No More Missing Parts 


“BOUND” TO LAST FOR MANY YEARS! 


Send to 


SPICERS & DETMOLD LTD. 


(Official Bookbinders to Butterworth & Co. (Australia) Ltd.) 


Corner Kent and Druitt Streets - - - - - SYDNEY 
Lonsdale Street - - - - - - - - MELBOURNE 
21 Young Stret - - - - - - - - - ADELAIDE 


418 Murray Street - - - - - - - - - PERTH 
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BRITISH POSTGRADUATE MEDICAL 
SCHOOL 


(University of London) 
DUCANE ROAD, SHEPHERDS BUSH, W.12 


STAFF OF SCHOOL 


MEDICINE. SURGERY. GYN_ECOLOGY. PATHOLOGY. 
Professors: 
F. R. Fraser, M.A., M.D., G. Grey Turner, _MS., James Young, D-.S.O., 
F.R.C.P. F.R.C.8., F.A.C.S M.D., F.R.C.S., F.C.0.G. 
Readers: 
R. S. Aitken, D.Phil. A. K. Money. M.B., B.Ch., J. Chassar Moir, M.D., J. Gray, M.D. (Morbid 
M.B., Ch.B., M.R.C.P. F.R. F.R.C.S., F.C.0.G. Anatomy). 


E. J. King, M.A., Ph.D. 
(Pathological Chem- 


istry). 
A. A. Miles, M.A.., 
M.R.C.S. M.R.C.P. 


(Bacte riolozy ). 
Senior Assistants (L.C.C.): 


K. S. May, M.D. Da ke Lewis, M.Ch., W. D. Brown, B.A., M.B., 
F.R.C.S. B.Ch, 


First Assistants: 
G. H. Jennings, M.A., A. L. Light, M.B.. M.S... G. W. Theobald, B.A., J. M. Vaughan, B.A., 


M.B., B.Ch., M.R.C.P. F.R.C.S. (Genito- M.D., F.R.C. D.M., M.R.C.P. (Clini- 
(General Medicine). Urinary). MRCP. F.C.0.G. cal Pathology and 

J. G. Seadding, M.D., A. J. Watson, M.B., B.S.. M. Kenny, M.B., B.S, Hematology). 

M.R. ~ P. (Respira- F.R.C.S., M.R.C.P. M.R.C.S., L.R.C.P., J. D. Johnstone, M.D. 
tory (Fractures and Or- M.C.O.G. (Bacteriology ). 

P. Ww M.B., B.S., thopedics) Cc. V. Harrison, B.Sc., 
M.R.C. (Cardiovas- G. Y. Feggetter, M.S., M.B., B.Ch., B.S. 
F.R.C.S. (Gastro- (Morbid Anatomy). 

E. P. Sharpey-Schafer, Enterology). G <A. D. Haslewood, 
BA. ERCP. BR. Franklin, M.B., Ph.D., M.Se. (Patho- 

B.S., F.R.C.S. logical Chemistry). 
RADIOLOGY. DEAN: Colonel A. H. Proctor, D.S.O., M.D., 
Radiologist: J. Duncan White, M.B., Ch.B., M.S., F.R.C.S.E., 1.M.S. (Retd.). 
D.M.R.E. 
Assistant: E. J. E. Topham, M.A., M.B., B.Ch., SECRETARY: Paymaster Captain W. R. 
M.R.C.S., D.M.R.E. Scotland, R.N. (Retd.). 


Physicist: L. H. Clark, M.Sc., Ph.D. 


The British Postgraduate Medical School has been established to provide for the further and 
more advanced tuition in Medicine to qualified medical practitioners. It is entirely reserved for those 
holding University Degrees or Registrable Qualifications. Students can be admitted at any time or for 
any period to the ordinary teaching and hospital practice of the School. The clinical work is provided 
in the Hammersmith General Hospital (534 beds). 

The work is of a suitable standard for students preparing for higher degrees in Medicine and 
Surgery, but no special classes are held for these qualifications. Arrangements can be made for 
students taking Diplomas in Radiology and the Ph.D. (Lond.). 

Refresher Courses for General Practitioners are held from time to time, the next course begin- 
ning on 26th April, 1937. Each course lasts two weeks. 


Courses of Lectures on Special Subjects are held throughout the year. 


FEES: & 
and Hospital practice, 1 month 0 

” ” 3 months 10 10 

6 15 15 0 

Anesthetics (2 ‘sessions "a week) 
Refresher Course 5 0 


An Information Bureau has been established and postgraduate students can obtain information 
or advice as to courses of studies and postgraduate facilities in England. 


Information is also available regarding postgraduate facilities in America and on the Continent. 


For further particulars apply: 


THE DEAN, British Postgraduate Medica! School, Ducane Road, London, W.12. 


Tube Stations: Wood Lane (Central London Railway). Ladbroke Grove (Metropolitan Railway). 
No. 7 (Acton Vale) ’bus passes the School. 


XXX 
| 
= 
EO EO 


THE AUSTRALIAN AND New ZEALAND JOURNAL OF SURGERY. xXxxi 


Zeiss binoculars, cameras and optical equipment have long 


been famous on the Australian market. Wherever the 
name Zeiss appears, users recognise it as the hall-mark of 
the finest quality obtainable. The Zeiss craftsmen bring 


the experience and skill of generations to their work. 


OPERATING LAMPS OPTICAL MEASURING 


INSTRUMENTS 
OPTO-MEDICAL INSTRUMENTS 
PROJECTION APPARATUS 


PUNKTAL SPECTACLE LENSES — FIELD GLASSES AND TELESCOPES 


MICROSCOPES CAMERAS AND ACCESSORIES 


E. C. HEYNE & CO. 


Union Building, Australian Representatives. Union Building, 
8-14 Bond Street, 100 Flinders Street, 
SYDNEY MELBOURNE 


WITH A SS 
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Against Accident Theft, Fire Third Party Liability 


All Classes IROTECT yourself against the unavoidable B.M.I. 
risks of the road by taking out one of our INSURANCE 
of Comprehensive Motor Insurance Policies. co. 
General The Daily Papers provide convincing evidence DIRECTORATE : 
ne of the necessity for Insurance. Not a day passes Dr. C. H. Mollison 
but that accidents, many of them serious, some ——e- 
Insurance fatal, are reported. Wise motorists insure Wediemuines, 
. against loss because they realise the folly of Dr. J. Newman 
i i is. 
Business carrying the risk themselves. De. lingsley 
B.M.I. Comprehensive Motor Insurance Policies Norris. 
Transacted give greater cover at Special Low Premiums. wa 
THE BRITISH MEDICAL INSURANCE CO. OF VICTORIA LTD. 
Under the egis of the B.M.A. 389-395 Little Flinders 
(Victorian Branch) and the Street, Melbourne, C.1. 
Medical Society of Victoria. Telephone: Central 8702. 


— 


GOYDER, ORR & CO. 


Of the late Firm Backhouse and Goyder. Established 1901. 
MEDICAL AGENTS 


Invite Enquiry from Readers re 


Transferring Practices. Supplying Locums, Assistants, and Ships 
Surgeons. Valuing Practices for Probate, Partnerships or other purposes. 


We have cash buyers for old-established good-class suburban Practices with 
Comfortable Homes. 


33 HUNTER STREET, SYDNEY, N.S.W. ‘Phone: B 5621. 


——~-— — 


B-D MEDICAL CENTER SPHYGMOMANOMETER 
Utility Style—for Hospital and Office Use 


It won't upset when swung in a 90° are. The weighted base, 4] inches in 
diameter, permits the use of the instrument on bed, chair, table or desk. 

The back is one-piece flat metal, chromium plated. A two-way hook at the 
top holds the inflation system and also serves as a carrying handle. It costs 
no more than the pocket type. 


No. 5106, Medical Center Sphygmomanometer, £7. 
(With extra “Pyrex” tube.) 


Distributors in Australia: 
Elliotts & Australian Drug Limited, A. M. Bickford & Sons Limited. 
Sydney. Adelaide. 
Felton, Grimwade & Duerdin Limited, Felton, Grimwade & Bickford Limited, 
th 


| Melbourne. 


erth. 
T. & E. (Surgical) Pty., Ltd., Brisbane. 


| 
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Pelvic 
Inflammations 


The response to treatment with Antiphlogistine is sometimes 
striking in cases of salpingitis and cervicitis. 


Acting on the tissues by inducing an active hyperaemia, it 
helps to raise the temperature of the pelvic viscera and 
to bring about local leucocytosis. 


After first heating to the required temperature, 
the Antiphlogistine should be introduced in the 
manner of a tampon. Penetrating and smoothing all 
folds, conforming to all depressions and supporting 
the tissues, it exercises uniformity of medication. 


Antiphlogistine is highly glycerinated (45%) and contains, 
in addition, boric and salicylic acids, compounds of iodine, 
oils of gaultheria, eucalyptus and peppermint, blended 
in a base of the finest anhydrous silicate of aluminum. 


Sample on request 


THE DENVER CHEMICAL MANUFACTURING CO. 


163 VARICK STREET, NEW YORK, N. Y. 
76-8 Liverpool Street, Sydney. 


ZANT EX 


MADE IN AUSTRALIA 
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Zenith Artificial Appliances Ltd. 


1 Cook Street, Auckland, C.1 


MANUFACTURERS OF ORTHOPZEDIC APPLIANCES TO AID 
THE AFFLICTED 


ARTIFICIAL LIMBS 
ABDOMINAL SUPPORTS 
BELTS 
SURGICAL BOOTS 


Requirements and Suggestions of Surgeons 
Faithfully Carried Out. 


Chromium-Plated Steel Furniture 


Our Latest Catalogue—“Tubular Steel Furniture’—will be forwarded on request. 


NEWLANDS BROTHERS LTD., Riley Street, Sydney, N.S.W. 


MANUFACTURERS OF “LISTER” WARD AND THEATRE FURNITURE. 
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PRINTERS 
and 


who can be confidently recommended 


. . . From actual experience the Publishers can recommend to 3 
subscribers to the Journal the firms whose advertisements appear below. 


M EDICAL practitioners and 


other professional people who 


Professional Stationery 


aa require printing of any nature should 
at make application to the Manager for 
nin — _at snortest nouce quotations, or ‘phone MW 2651-2 
ja and a representative will call on you. 


Australasian Medical Publishing Company Limited 
The Printing House, Seamer Street, Glebe, Sydney 


HOGBIN, COKER, LIMITED 
P R I N TER S Specialising in the production 


of Publications requiring care 
and accuracy, combined with first-class workmanship 


331 KENT STREET, SYDNEY Telephone BW 6000 


Medical Ledger Equipment 
On the Card System 

1 Drawer 6 x 4 Oak Card Cabinet. 

500 Combined Record of Visits and Ledger Cards. 

3 A to Z Alphabets. 

3 Main Guides. 


Open, Completed but not paid, 
Finished. 


W. E. SMITH LTD. Price Complete, 


Systems Specialists 35/- 
310 GEORGE ST., SYDNEY 
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The best Houses in Australia for 
BLADDER INSTRUMENTS 


Cystoscope, Ravich, for Examining, Catheterizing and Operating, 
Calibre No. 21 French. Concave and Convex Sheaths. 


Ureteric Catheters and Bougies. White's Suprapubic Drainage Tubes, Pezzer’s, Pousson’s, Casper's 
Catheters, Tieman’s Catheters, Marion’s Suprapubic Drainage Apparatus, Everidge’s Catheter Box, 
oo Electrodes (Bladder), Thomson Walker's Bladder Syringes, Freyer’s Bladder Evacuators, 
ithotrites, etc. 


Manufacturers of Harris’ Bladder Retractor, Bridge and Kirkland’s Bladder Retractor, Silverton’s Prostatic 


Cavity Elevator, Harris’ Boomerang Needles, Harris’ Ligature Forceps, Harris’ Cystoscope Sterilizer, 
: Morson’s Prostatic Cavity Illuminator, etc., etc. 
,e ELLIOTTS & AUSTRALIAN DRUG PTY. LTD., T. & E. SURGICAL COY. LTD., 
bi Surgical Department, 152 Charlotte Street, 
33 Bligh Street, BRISBANE. 

SYDNEY. 


FELTON, GRIMWADE & DUERDINS LTD., A. M. BICKFORD & SONS LTD., 


Surgical Department, 42-46 Currie Street, 
21 Alfred Place, ADELAIDE. 
MELBOURNE. 


FELTON, GRIMWADE & BICKFORD LTD., 
297 Murray Street, 
PERTH. 
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SANDOZ Pharmaceuticals 
enjoy the Highest 
International Reputation 


BELLERGAL, CALCIBRONAT, CALCIUM-SANDOZ, 
SANDOZ DIGILANID, FELAMINE, GYNERGEN, LOBELINE, 
SCILLAREN 

ETHICAL PREPARATIONS SOLD ONLY ON PRESCRIPTION 

AVAILABLE THROUGHOUT AUSTRALIA 


DISTRIBUTED BY 
Elliotts & Australian Drug Pty. Ltd. - a ee New South Wales 


Taylors, Elliotts & Australian Drug Pry. Ltd. - Queensland 
A. M. Bickford & Sons Ltd. - - = = = South Australia ; 


CHEMICAL WORKS FORMERLY SANDOZ, BASLE, SWITZERLAND 


| Sole Agents: GUYATT & CO. 


Sydney. SANDOZ 


Indent Agent 


KEOGH 


Hospital and Surgical Supplies 
Laboratory Equipment and Chemicals 


| 

| 

| 

WILL INDENT YOUR SPECIAL APPARATUS | 
AND INSTRUMENTS 


118-126 Queen Street, Melbourne, C. 1 | 
"Phone MU 2219 
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Between 
Australia and bs 


NN The new Union Line luxury vessel ‘“AWATEA" offers you the finest 


mode of transport between New Zealand and Australia. Among 
the outstanding innovations incorporated on this modern liner are a glassed- 
in promenade deck, a well equipped gymnasium, Men's and Women's Club 


Rooms, electric lifts, talkie equipment, foam baths, an inter-cabin telephone 
system, and facilities for radio telephone communications with land. 


UNION STEAM SHIP CO. of NEW ZEALAND LTD. 


HIS Patent Self-Adjusting Ankle Joint is fitted 
with special mechanism, permitting the use of 
four ankle rubbers instead of the usual two. The 
resulting lateral movement enables the foot to adjust 
itself to uneven ground, eliminates “jar”, and gives 
a cushioned effect in walking. 


We are sole Licensees for New Zealand. 


Write us for particulars re Artificial Legs and Arms, Crutches, and all 


Amputees’ Accessories. 


McKAY ARTIFICIAL LIMB CO. LTD. 


19 Edward Street, WELLINGTON, C.1. 


(BRANCH FITTING ROOMS AT AUCKLAND, CHRISTCHURCH, AND DUNEDIN.) 
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The Place of TEA in the 
POST-OPERATIVE CARE of PATIENTS 


| CARL HENRY DAVIS, A.B., B.S., M.D., F.A.C.S. 


“The immediate post-operative care in uncomplicated cases consists in maintaining the body 
heat, relieving pain, and supplying adequate fluids Eg 


“NOURISHMENT. Following major surgical procedures only hot water or hot tea with lemon 
and sugar should be given by mouth during the first 48 hours .. .” 


— 


The Surgeon Says: v4 


j “Tea contains Caffeine, an active principle which is used largely in 4 
medicine to tone up the tired heart, to tone up the tired vessels, 
and therefore to improve the blood pressure, and altogether as a Ze 
general stimulant for depressing conditions.” 


“The use of tea in debilitating diseases, as a beverage after 
debilitating operations and during convalescence, is therefore based 
on sound principles.” 


, “Thus, besides being a delightful beverage, it has a mild tonic 
| medicinal action, which perhaps is one of the reasons why it is the 
national English beverage.” 


May we suggest that patients should be told the correct method 
of making a tea that will help you in your post-operative work: 


je sure to select a good quality tea. Boil fresh water. . 
; Warm a clean teapot and put in one teaspoon of tea for $3 
/ each person and one for the pot. The moment the water oo 
| — to the boil, pour it on the tea. Let the tea brew for ee 
ve minutes. 
ISSUED BY THE TEA MARKET EXPANSION BUREAU 
We Specialise in Private Homes, Hospitals, and Public Institutions 
FLOORS RECOGNISED 
OF AND 
ALL RECOMMENDED 
DESCRIPTIONS BY 
REPAIRED LEADING 
LEVELLED ARCHITECTS 
SMOOTHED FOR 
STAINED ALL 
AND FLOOR 
POLISHED RENOVATIONS 
BEAUTIFUL FLOORS —THE INDISPENSABLE REQUISITE TO HOME BEAUTY 
THE BRIGHTON FLOOR SURFACING & PARQUET CO. 
337 NORTH ROAD, CAULFIELD, S.E.8 Phone: U 4751 
J 
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OPTICAL and SCIENTIFIC INSTRUMENTS 


MICROSCOPES 


New by Leitz, Seibert, 
Baker (London), 
Rosenbaum. 


Second-hand by leading 
makers. 


Also Objectives, Acces- 

sories, Mounted Slides, 

Scientific and Nature 
Books. 


Barometers, etc. 


N. H. SEWARD PTY. UTD. 


“OPTICAL HOUSE”, 457 BOURKE STREET, MELBOURNE. 
(Phone: MU 1997.) 


Our Full Catalogue Sent Post Free on Request. Write for Catalogue H. 


Langridge School of Physical Culture 
RECENTLY REBUILT AND MODERNISED 


PERIOD REQUIRED FOR RECOVERY FROM INJURY GREATLY REDUCED 


The Medical and Massage Department at 
the Langridge School of Physical Culture 
is equipped with all the latest appliances 
for treatment, including diathermy, radiant 
heat, hot air, galvanic and faradic current, 
ionization, hydro-electric, high frequency, 
vapour and electric light baths, etc., etc. 


The Medical Gymnasium has all the latest 
scientific appliances for treatment and re- 
education of muscles and stiff joints after 
periods of inactivity, including special 
machines for graduated exercise and re- 
education of every part of the body. 


Spinal Curvature, Stooped Neck, Flat 
Chest, Flat Feet and all postural and 
physical defects. Rheumatism, Neuritis, 
Backache, Lumbago, Sciatica, etc. 


NOTE ADDRESS—278 GEORGE STREET (4 doors from Hunter Street) 
(Exclusive Women’s Section at 254 George St.) 
Telephone: B7719—2 lines. 


— 
| 
Microscopes purchased for cash, 
= 
\ 
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The practical ideal for 
Pre-operative Skin Sterilization 


Germicidal potency, power of penetration and absolute safety—these 
prime desiderata for effective sterilization of the skin are met by 
Tincture Metaphen (phenol coefficient of Metaphen against Staphy- 
lococcus aureus, 1500). 


Comparatiy~ Lin sha af commonly used 
antiseptics ind Tincture 
Metaphen the require- 
ments ~ative skin 
disinfecta » Je Sur 


Clinical 


‘taphen 


Borrower. Adults are entitled to draw books by 
filling out an application card. 


ply and 


Number of Volumes. Two new books. or two 
new consecutive Journals, cannot be taken by one aa ee 
person. Students may borrow 3 volumes at a time, : irritation or 
which are not renewable. 


Time Kept. The period of loan is two weeks : 
older books may be once renewed. New books and 


Journals are not renewable. d wound 


Forfeiture of Privilege. Loss of books or 
journals without paying for same. defacing or muti- 
lating material, three requests for postage without | : 
results, three requests for return of material without tpitate in the 
results, or necessity of asking Attorney General's aid serum— 
to have material returned, bars from future loans. i 


Transients and those at hotels may borrow books 


by depositing the cost of the book, or $5.00, which and spores— 

is returned when book is returned. } 

@ ince against 
fon. 


Note.—For hospitals a concentrate of Tincture Metaphen is available at a price — 
removes the “‘economic barrier” for routine use. Upon request a special atomizer outfit 
for spraying Tincture Metaphen can be supplied. This device has already gained favour 
in several London hospitals. 


> 35 BLIGH ST., 
Abbott Laboratories SYDNEY 
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The New SAFE Plan 
of Home Purchase 


HE NATIONAL MUTUAL Plan of Home Purchase not 

only provides a simple means of financing the building 
or purchase of a Suburban Home at an attractive rate of 
interest, but it also protects your liability for the unpaid 
balance by a Special Assurance Policy which entirely lifts the 
debt from your house at the end of a fixed period of years or 
in the event of your earlier death. 


THE PLAN HAS THESE VALUABLE FEATURES: 


1. A very liberal allowance 3. Many present schemes for 

of purchase price or cost will merely financing the purchase 

be advanced. of a home can with advantage 
be brought under this Plan. 

2. Fortnightly or monthly 4. The operation of the 

payments amount to little more Plan can be arranged for any 

than an ordinary rental charge. period up to 25 years. 


You are invited to make a personal or written 
enquiry to the Home Purchase Department of 


The National Mutual Life 
Association of Australasia 
Established 1869 Limited Assets Exceed £40,000,000 
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